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ABSTRACT OF THE DISSERTATION

Application of the Asset Mapping Model to Church Based HIV/AIDS Prevention and
Control in Aba, Abia State, Nigeria
by
Godwin Nwadibia Aja
Doctor of Public Health Candidate in Health Education
Loma Linda University, Loma Linda University, 2008
Naomi Modeste, Chair

Abstract
This study examined whether HIV/AIDS activities were more frequent among
churches with needs and assets for HIV/AIDS prevention and control in Aba, Nigeria and
whether this connection was mediated by collective efficacy. A cross-sectional design
was used to obtain data in two phases. First, a three-step forum focus group discussion
(FFGD) method was used to obtain data from 32 representatives of five denominations.
Second, a quantitative survey questionnaire was constructed based on the result of the
FFGD and the collective efficacy model. This questionnaire was administered to 830
members aged 18 years and above from 83 churches that had operated for five years or
more, had a resident pastor, a church building and membership of 100 or more; 55% were
female and 45% male, 56% were married, 46.7% had university education, and 75%
reported length of membership of five years and above.

m

Analyses were done using SPSS 15. In reporting the percent of respondents
believing they needed or had an asset, each church asset was categorized as health
promotion, spiritual, capacity building, financial, social, or denominational.
The greatest needs of churches fall in the health promotion and spiritual needs
categories. Their greatest assets fall in the spiritual and health promotion assets
categories. Importance rating was highest in the spiritual, denominational, and health
promotion asset categories. After adjusting for age, gender, education, and length of
membership in linear regression models, the needs variable was positively related to
collective efficacy, assets to activities and collective efficacy to activity (p<.01). Assets
and collective efficacy predicted activity, with members having university education and
longer length of membership indicating a lower estimate of HIV activity. Integrating
HIV/AIDS prevention and control activities into regular church programs and effectively
utilizing assets deemed important by members are needed to plan and deliver costeffective, appropriate and sustainable health promotion programs. These findings can
assist intervention programs in this population to be more focused on the difference
within church members (that is educated and higher socioeconomic class versus the lower
socioeconomic class and less educated members).
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CHAPTER 1
INTRODUCTION

A. Statement of the Problem
The mission health institutions, owned and operated by Christian denominations,
provide about 40% of the health services in Nigeria. According to the Christian Health
Association of Nigeria (CHAN), an umbrella body of about 23 denominations, the
Baptist, Catholic, Church of Christ, Evangelical Church of West Africa (ECWA), and
Anglican Communion have formulated HIV/AIDS policies (CHAN, 2004). In
partnership with the National Action Committee on AIDS (NACA), programs have were
provided for the “Training of priests and church workers and other care givers” (CHAN,
2004, p. 7). They continue to contribute to government’s effort to reduce or perhaps
eliminate the HIV/AIDS prevalence, which is currently at 5.6% among adults 15-49 years
old (Joint United Nations Programme on HIV/AIDS, 2006).
Churches are associated and involved with local communities (Kemer,
Dusenbury, & Mandelblatt, 1993) and have the capacity to reach a wide range of people
(Lasater, Wells, Carleton & Elder, 1986) to provide HIV/AIDS prevention and control
programs and activities. There is a wide range of empirical data on the role of churches in
disease prevention research (Lasater et al, 1986), mammography promotion (Derose, Fox,
Reigadas, & Hawes-Dawson, 2000a) and screening (Stockdale, Keeler, Duan, Derose &
Fox, 2000), breast cancer screening (Fox, Pitkin, Paul, Carson, & Duan, 1998) and peer
counseling (Derose, Hawes-Dawson, Fox, Maldonado, Tatum, & Kington, 2000b). Thus,
churches can serve as avenues for health promotion (Simpson & King, 1999) and
1

specifically for recruiting and training nonprofessionals for behavior change (Stillman, et
al, 1993). However, little is known about what assets church members believe they need
or have for HIV/AIDS prevention and control, including the extent to which they believe
they are capable of helping to reduce HIV/AIDS.
B. Purpose of the Study
The purpose of this study was, therefore, to examine whether programs and
activities on HIV/AIDS prevention and control were more frequent among churches with
needs and assets and whether this connection was mediated by collective efficacy.
Collective efficacy refers to a group’s perceived capability to achieve a defined set of
tasks (Bandura, 1986). With regard to carrying out HIV/AIDS prevention and control
programs and activities we ascertained what church members believed their churches
needed; what assets they had; how important they believed these assets were; what their
collective efficacy was; and to what extent they already engaged in such programs and
activities.
C. Research Questions
1. Regarding HIV/AIDS prevention and control:
a. What do church members believe they need?
b. What assets do they believe they have?
c. To what extent do they believe each asset is important to HIV/AIDS prevention
activities?
d. What is their collective efficacy in engaging in more frequent HIV/AIDS
activities?
e. What are their current programs and activities?
2

2. Do churches with members who believe they have needs and assets
a. have higher collective efficacy for being able to reduce HIV/AIDS?
b. engage in more frequent HIV/AIDS prevention and control activities?
3. Do churches that have higher collective efficacy engage in more frequent activities?
D. Theoretical Justification
The concept of collective efficacy is relatively new and it is concerned with
groups’ perceived capability to achieve a defined set of tasks (Bandura, 1986). In this
study, collective efficacy belief was used to show the pathway through which activities
can be more frequent among churches with needs and assets for HIV/AIDS prevention
and control.
Studies on sense of collective efficacy have been conducted mostly in schools and
neighborhoods, and the results indicated that perceived collective efficacy of schools and
neighborhoods is related to student learning outcomes (Bandura, 2000), work group goal
attainment (Goddard, Hoy, & Hoy, 2004), and reduced occurrence of neighborhood
violence (Sampson, Raudenbush, & Earls, 1997). However, the extent to which the
concept of collective efficacy relates to the ability of church members to run frequent
activities especially on HIV/AIDS prevention is not yet well understood. Self-efficacy
beliefs (Bandura, 1997) and behavioral control beliefs (Ajzen, 1991) are different
constructs from collective efficacy beliefs. However, self-efficacy and collective efficacy
“have similar sources, serve similar functions, and operate through similar processes”
(Bandura, 1997, p. 476).
On the individual level, access to important resources and opportunities increases
perceived behavioral control (Ajzen, 1991); which is equivalent to self-efficacy
3

(Bandura, 1991). According to Bandura (2004, p. 146), “Perceived control in the theory
of planned behavior overlaps with perceived self-efficacy”. Similarly, Ajzen (2002, p.
667) affirms that, “It can be seen that perceived behavioral control and self-efficacy are
quite similar: Both are concerned with perceived ability to perform a behavior (or
sequence of behaviors)”.
In this study, we hypothesized that perceived collective assets (resources and
opportunities at church group level) and the importance attached to those assets can be
related to how frequently churches organized HIV/AIDS prevention and control
programs and activities. However, we do recognize that efficacy beliefs are shaped by
other factors such as mastery experience, vicarious experience, affective state, and social
persuasion (Bandura, 2000). Studies show that mastery experience strongly predicts
collective efficacy beliefs (Goddard, Hoy, & Hoy, 2004). Learning from the experience
of others - vicarious experience (Argote, Beckman, & Epple, 1990) may increase groups’
perception that they are capable of working together to achieve set goals (Bandura,
1997).
Figure 1 below illustrates the mechanism through which collective efficacy belief
can lead to frequent activities when churches have needs and assets for HIV/AIDS
prevention and control.
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Fig.l: Need and asset matching model to increase HIV/AIDS prevention activities

E. Significance to Health Education
With the recent focus on the promotion of faith-based health education
interventions, information regarding church needs and assets may assist in addressing a
wide range of health issues. Health education program administrators or managers can
effectively utilize church assets to plan and deliver cost-effective, appropriate and
sustainable health promotion programs to underserved communities. The conventional,
traditional deficit-driven, needs assessment approach focuses on problems and needs
(Sharpe, Greany, Lee, & Royce, 2000). On the other hand, the capacity-focused, assetbased approach points out seen and unseen resources of a community which may include
persons, physical structures, natural resources, institutions, businesses, or informal
organizations (Berkowitz & Wadud, 2002; Kretzmann & McKnight, 1993). This study
demonstrated the usefulness of isolating church needs and assets for HIV/AIDS
prevention and control from the wider community needs and resources. It provides a
basis for recommendation to health education administrators or managers and other
health professionals.
F. Definition of Terms
1. Church: A house or place of worship. In this study, a church is a Christian
organized place of worship that has operated in the study setting for five years or
more, with a resident pastor, church building and membership of 100 or more.
Churches are made up of the congregation (people attending worship or
worshippers, parishioners, flock).
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2. Church needs: These may include what a church requires to achieve set goals (for
example, manpower, materials, money, or programs, activities, policies,
processes, and products).
3. Needs assessment: “A formal process of identifying problems and needs in a
target population....” (Modeste & Tamayose, 2004, p. 89).
4. Church assets: Resources such as manpower, member skills, materials, money, or
programs, activities, policies, processes, and products that are controlled by the
church.
5. Denominational assets: Resources such as manpower, member skills, materials,
money, or programs, activities, policies, processes, and products that may be
accessible to local churches but controlled by the denomination.
6. Asset mapping: The process by which individual, organizational or community
resources, skills, and capacities are identified (Mourad & Ways, 1998) and linked
to a geographic location. The process may include qualitative (FFGD) or
quantitative (surveys) approaches or both.
7. Asset matching: The process of comparing identified needs and problems with
existing individual, organizational, or community resources, skills, and capacities
to see if there are differences.
8. Forum focus group discussion (FFGD): A three-step qualitative approach that
begins as an open forum, progresses to a focus group discussion and reconvenes
as a closing forum.
9. Human Immunodeficiency Virus (HIV): The virus that causes acquired
immunodeficiency syndrome (AIDS).
7

10. Acquired Immunodeficiency Syndrome (AIDS): The disease caused by HIV.
11. HIV/AIDS prevention: “...Specific actions taken to identify risk factors
[associated with HIV/AIDS], prevent or reduce the development of [HIV/AIDS],
and minimize any damage that may have resulted from a previous condition”
(Modeste & Tamayose, 2004, p. 99).
12. HIV/AIDS control: Improvement of environmental, socioeconomic and political
conditions related to mitigating the problems posed by HIV/AIDS.
13. HIV/AIDS programs: “Sequences of learning experiences reinforced by
concentrated resources and directed toward identified concerns of target
audiences. Major programs are intended to bring about planned change and are
expected to incorporate selected elements that can be evaluated”
(http://staff.cce.comell.edu/administration/program/documents/glossarv.htm)
14. HIV/AIDS activities: “Individual learning experiences selected for target
audiences to acquire knowledge, skills, attitudes, and abilities aligned with stated
objectives. Activities include [HIV/AIDS] meetings, courses, workshops, news
releases, telephone consultations, tours, self-instructional modules, etc.”
(http://staff.cce.comell.edu/administration/program/documents/glossarv.htm)
15. Collective efficacy: A group’s perceived capability to achieve a defined set of
tasks (Bandura, 1986). For instance, church members’ collective perceived
capability to engage in more HIV/AIDS prevention activities.

8

CHAPTER 2
LITERATURE REVIEW

A. Overview
In this chapter, existing information relevant to the research questions is
discussed, and the theoretical background that informed the selection of the study
instrument and procedure is highlighted. The literature review is organized under the
following headings: HIV/AIDS prevalence in Nigeria; HIV/AIDS prevention and control
activities among Christian churches in Nigeria; Christian churches and global/regional
partnership against HIV/AIDS; asset links in church-based health intervention studies;
and health asset mapping methodologies. Every attempt was made to relate the issues and
information from the literature to the purpose of this study.
B. HIV/AIDS Prevalence in Nigeria
Estimates put the number of people living with HIV/AIDS in Nigeria at about 3.6
million, AIDS deaths at 310,000 and AIDS Orphans at 1.8 million (CDC, 2006). The
prevalence rate is currently at 5.6% among adults 15-49 years old (UNAIDS, 2006). In
Abia State, the overall prevalence rate is 3.7%; however, the rates in several varied
geographic areas such as the Federal Capital Territory, Abuja (8.4%) and other states of
the country including Cross River (12%), Benue (9.3%), Adamawa (7.6%), Niger (7%),
Nassarawa (6.5%), Plateau (6.3%), and Kaduna (6%) (Osotimehin, 2006) are much
higher. In 2015, the rate is projected to drop to 3% or even lower in Abia State
(Ssengonzi & Moreland, 2001) if churches intensify efforts toward prevention and
control activities.
9

In Nigeria, antiretroviral drugs remain accessible to less than 1% of those who
need them (Peterson & Obileye, 2002). In response, the Nigerian government formulated
a national HIV/AIDS policy as a framework

. to control the spread... provide

equitable care and support... and to mitigate the impact...” of HIV/AIDS, with a political
commitment to provide treatment to adults and children (Federal Government of Nigeria,
2003, p. 15). However, due to limited resources, there is inadequate care and support
(Center for Disease Control and Prevention, 2006) for people living with HIV/AIDS. A
multisectoral approach (Osotimehin, 2006) is, therefore, required especially with
churches as key players. Government alone cannot cope with the demands of HIV/AIDS
prevention and control.
The economic impact of HIV/AIDS includes loss of income, increased medical
expenses, decreased and/or loss of income while caring for the person living with
HIV/AIDS, total loss of income (if death occurs), enormous costs associated with burials,
and increased school dropouts (Bolinger, Stover, & Nwaorgu, 1999). Hence, one of the
national challenges is the issue of scaling up HIV/AIDS prevention, treatment and
sustainability (Osotimehin, 2006). A decentralized and participatory approach (National
Action Committee on AIDS, 2007) that recognizes the strategic position of the churches
would be germane in helping to reveal existing human and material potentials needed to
increase HIV/AIDS prevention and control activities and improve services on a wider
scale.
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C. HIV/AIDS Prevention and Control Activities among Christian Churches in
Nigeria
Local articles and unpublished reports show that different churches are involved
in HIV/AIDS prevention and control activities in different parts of the country. For
example, in 2004, the Church of Nigeria (Anglican Communion) developed a national
HIV/AIDS four- year strategic plan (2004-2008). The aim of this plan was to increase
HIV/AIDS awareness, behavior modification, skills development, financial
support/resource mobilization, spiritual support, psychological and emotional support,
medical care and support (home based care, palliative care, care of orphans, widows and
the vulnerable). Also included were voluntary counseling and testing, networks and
linkages, and training (leadership, coordination, monitoring and evaluation, capacity
building, and mobilization of funds) (The Church of Nigeria, 2004). In 2005, they
secured a grant from USAID “to empower 93 Anglican Bishops in Nigeria... to train
clergy and laity” and to support

. .the Church’s four-year strategic policy document on

HIV/AIDS... prevention, voluntary counseling, testing and creation of awareness” at the
parish, diocesan and provincial levels (The Church of Nigeria, 2005, p. 1; Judge &
Schaay, 2001). In 2004, Operation Blessing, a denominational group, with support from
the National Action Committee on AIDS organized a training-of-trainers workshop on
HIV/AIDS for rural pastors in Nigeria (Onwudiwe, 2004).
The health department of the Catholic Bishops Conference of Nigeria, in 2004,
directed all dioceses to establish church action committee on AIDS (Ahiara Diocese,
2004), and offered voluntary screenings to couples (Umeora & Esike, 2005). Similarly,
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the Nigerian Baptist Convention promoted compulsory HIV testing for couples planning
to get married (Panafrican News Agency (Dakar), 2001).
In 2005, the Church of the Brethren General Board worked with their partners in
Nigeria to establish a strategic plan aimed at establishing a sustainable HIV/AIDS
prevention and control ministry (Krause & Krause, 2005). The Redeemed Christian
Church of God developed an HIV/AIDS prevention program using peer education,
interpersonal communication and counseling, spiritual counseling, drama, and HIV/AIDS
education modules in the church’s Bible college curriculum with the aim of “changing
risky behavior and advocating for those affected by the disease” (USAID, 2003, p.l).
The Church of Scotland HIV/AIDS Project established care and support groups
for people living with HIV/AIDS at Aba in collaboration with the Presbyterian Church in
Nigeria (Church of Scotland, 2005). The leadership of the Church of Christ in Nigeria
participated in a HIV/AIDS intervention program sponsored by USAID (Church of Christ
in Nigeria, 2006).The Seventh-day Adventist church promotes preventive services,
voluntary counseling and testing (VCT), psychosocial, pastoral, and medical-spiritual
care (The POLICY Project, USAID, ADRA, General Conference of Seventh-day
Adventists, 2003).
Oladepo, Usendiah, & Ajuwon (1999) explored Nigerian Christian leaders’ health
knowledge in HIV/AIDS education. Results from this study showed that heads of
Christian churches or their appointed representatives have the potential to serve as
HIV/AID educators and facilitators. Identifying other crucial capacities available to
churches may help increase the frequency of HIV/AIDS programs and activities in
Nigeria.
12

D. Christian Churches and Global/Regional Partnerships against HIV/AIDS
Churches have the capacity to reach a wide range of people (Lasater, Wells,
Carleton, & Elder, 1986) and to provide spirituality - a powerful coping resource (Kelly,
2004), including social, spiritual and political awareness (Stillman, Bone, Rand, Levine,
& Becker, 1993). Their “connectedness with others” (Burkhardt, 1994) through
relationships (Dyson, Cobb, & Forman, 1997) makes them a positive force in the global
fight against the HIV/AIDS pandemic.
A “global assessment and strategy session on faith communities accessing
resources to respond to HIV/AIDS” organized by the World Council of Churches, Caritas
Intemationalis, Ecumenical Advocacy Alliance, German Institute for Medical Mission
(Difaem) and Norwegian Church Aid. The results showed a need for development
partners and donor agencies to increase support to churches enabling them to increase
action against the HIV/AIDS problems (Ecumenical Institute of Bossey, 2005, p. 1).
Increasing external support to churches, however, may require in-house (internal)
documentation of what churches have (assets) vis-a-vis their needs. This way, a table of
needs and assets (bank) is developed, thereby creating an asset map with which
development partners and donor agencies can use as the basis for support. Such a needs
and assets bank, designed church-by-church and linked to a specific geographic location,
would help provide the basis for setting achievable goals and mapping resource
mobilization, asset building and maintenance strategy.
A joint project of The Council of Anglican Provinces in Africa, The POLICY
Project (South Africa) and United States Agency for International Development (USAID)
(Judge & Schaay, 2001) acknowledged pastoral care, leadership, counseling, prevention,
13

plans for death and dying (palliative care), and support systems for families of people
living with HIV/AIDS as a basic needs and assets. Associational or organizational
capacities of churches may include support groups (Young Men’s Christian Association YMCA, Young Women Christian Association - YWCA, Women’s Guild, etc); business
partners (banks, other churches, media houses), and infrastructure (schools,
hospitals/clinics, buses, lands, buildings). Others are communication services (access to
media, bulletin boards, newsletters, and flyers), use of music, peer educators, and role
modeling (McKnight & Kretzmann, 1996; Effa, 2005; Nwaorgu, 2005; Pinneh, 2005).
A study commissioned by the World Council of Churches (WCC) and World
Alliance of Young Men’s Christian Association (WAYMCA) in 10 African countries,
including Nigeria, identified key HIV/AIDS prevention and control strategies and
activities in churches. They include caring for people with HIV/AIDS and for orphans,
poverty reduction, networks, and having specialized institutions - hospitals/clinics,
schools (Josephine, Agapit, & Komla, 2001).
Parry (2002) outlines components of a continuum of care to include prevention,
counseling, care, treatment, palliative care, support, orphan programming, networking,
mitigation, advocacy and human rights, research, and monitoring and evaluation. A
dialogue between churches, ecumenical and church-related organizations in Africa
affirmed commitment to HIV/AIDS education, training, prevention, care and counseling,
support, treatment, advocacy, gender roles, liturgy, and resources (World Council of
Churches, 2001).
Nussbaum (2005, p. 2) assessed “... what local Christian congregations are
already doing to meet HIV/AIDS needs in their communities and how their contributions
14

could be increased” in Nigeria, Kenya, Zambia, Zimbabwe, Honduras, India, and Peru.
Activities identified and classified as before, during, and after HIV/AIDS included
prevention (openness to discuss HIV, awareness, abstinence, and faithfulness), care and
treatment of the infected (voluntary counseling and testing, counseling and pastoral care,
food, medical care and treatment, advocacy, miracle healing, and palliative care). Others
included mitigation of damage to the affected (widows and orphans, poverty, volunteers,
and capacity building issues), and training, partnership, and policies.
USAID, UNAIDS, WHO, UNICEF, & the POLICY Project, (2004) outlines
essential HIV/AIDS services to include voluntary counseling and testing, prevention of
mother-to-child transmission, condom use, harm reduction, education, home-based care,
treatment of opportunistic infections, prophylaxis for opportunistic infections,
antiretroviral therapy. In addition, they focus on services for orphans and vulnerable
children. While the above may be helpful in determining what the general needs and
assets are, “There is a lack of clarity about what the needs [of the churches] are - and
how they are perceived...” (Ecumenical Institute of Bossey, 2005, p. 10).
It is pertinent, therefore, to ascertain (qualitatively and quantitatively) what
church members think they need and have to increase both HIV/AIDS prevention and
control activities and services. An understanding of perceived needs and assets of
churches will be valuable in setting feasible short, medium and long-term goals aimed at
curbing the HIV/AIDS pandemic. HIV/AIDS prevention and control services and
activities highlighted so far can be used as a template for determining specific needs
churches consider important to them and whether or not they have assets they need to
promote prevention activities and increase services.
15

E. Asset Links in Church-based Health Intervention Studies
In a prospective randomized trial to improve smoking-cessation rates among
church attendees, Stillman et al (1993) presented what appears to be a systematic
combination of asset mapping, asset matching and asset building approaches. They used
needs assessment and resource inventorying methodologies to assess assets needed for
the intervention program. They trained 29 volunteer lay smoking-cessation specialists
and 272 church members (asset building) to conduct health screenings. Other assets
included pocket-sized devotional booklets on smoking cessation, smoking cessation
sermons and testimonials by former smokers. The program activities included formation
of advisory and steering committees. The choir wrote and performed an original piece of
gospel music on health issues. While this approach appears laudable, the authors did not
seem to have had any plans for sustaining these assets beyond the implementation period.
It is pertinent, therefore, that every church should be aware of its existing health
promotion capacities (asset map) and should frequently seek ways of improving them
over time (asset building), with a feasible plan in place to sustain them (asset
maintenance). Asset building is important in addressing child welfare issues (Mannes et
al, 2005), risky behaviors (Kegler et al, 2005), risk factors (Yanicki, 2005), and
HIV/AIDS prevention and control issues.
Duan, Fox, Derose & Carson (2000) assessed the effectiveness of telephone
counseling in a church-based mammography promotion intervention trial. They recruited
and trained part-time peer counselors for mammography telephone counseling sessions.
Again, this is an example of asset building to meet a specific need. However, it may be
more cost effective to identify existing assets, match them with existing needs, identify
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missing assets based on geographic characteristics and then develop a sustainable
capacity building agenda.
Fox et al (1998) evaluated the effectiveness of using churches as centers for
organizing, implementing, operating and maintaining health promotion activities. They
identified church health committees as potential assets for health promotion. They
recommended that churches should seek to maintain and effectively use health
committees formed during intervention studies. However, a single set of assets may not
work in isolation. In this instance, health committees as an asset may require other inputs
(assets) such as finance to function effectively. Assets, therefore, may interlink,
suggesting the need for a conscious effort to help churches to identify existing assets.
build on them and develop new ones for sustainable health promotion programs.
Appropriate training, clear organizational structure and defined functions would be an
important component of this plan.
Derose et al (2000a) described a church-based telephone mammography
counseling intervention with peer counselors. They used small group sessions and role
playing to enhance the skills of the counselors. Derose’s approach indicates that culturespecific needs require culture-specific strategies (Stillman et al., 1993) and indeed
culture-specific assets. If capacity building in an intervention project helped boost church
health assets, then these capacities need to be supported and maintained for future healthpromotion activities. Hence, there is the need to create an asset map of existing resources,
match them with needs and design appropriate strategies for building capacities in areas
where assets are deficient.
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Lasater et al, (1986) tested the receptivity of churches to health promotion
intervention. They concluded that volunteers have the capacity to effectively deliver
behavior change programming while also providing social support for adopting and
maintaining new behaviors. Other resources (assets) highlighted in this study include
organizational rules, history of helping (counseling, community improvement, sex
education, and health), influence on entire families, meeting room facilities, large
followership, widespread diffusion, and respect for church authority). They also reported
that volunteers felt it was against the ethos of their church to accept compensation for the
services provided. Stockdale et al., (2000) estimated the cost of volunteer labor in a
church-based intervention. The result showed that volunteers donated a significant
amount of time to church activities (Stockdale et al, 2000) which minimized cost (Derose
et al., 2000b). The desire to serve God and not man or money may motivate volunteers
(Derose, et al, 2000). This could be a major asset that can be linked to other church assets
to create a sustainable health agenda. Further studies may be needed to ascertain whether
this type of philosophy can be sustained over time in health promotion intervention
programs.
Kegler, Oman, Vesely, McLeroy, Aspy, Rodine, & Marshall (2005) used paired
interview process on youths and their parents to study relationships between youth assets
and neighborhood and community resources. Youth assets were categorized into family
communication, peer role models, future aspirations, responsible choices, community
involvement, and non-parental role models. This appears to be a good example of asset
mapping based on a specific population group. Kegler et al used acceptable valid and
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reliable psychometric measures (Oman, Vesely, McLeroy, Harris-Wyatt, Aspy, Rodine,
& Marshall, 2002).
Pooling resources of many churches (Stockdale et ah, 2000) or communities
within a particular geographic location may create a massive assembly of resources.
Therefore, building on the expertise (Potts, 2004) of church members enables them to
identify, support and mobilize hidden resources (Sharpe et ah, 2000). Campbell et al
(1999) used lay health advisors, community coalitions, pastor support, grocer-vendor
involvement, tailored bulletins, gardening, educational sessions, and community events in
an intervention to increase fruits and vegetable consumption. Activities such as these
build meaningful community involvement (Mathie & Cunningham, 2002; Amsden, 2005;
Beaulieu, 2002).
Parish nurses can be a useful asset for HIV/AIDS prevention activities. Anderson
(2004) reviewed parish nurse models used in faith-based organizations. Health services
parish nursing programs (where area hospitals provide parish nurses and collaborate with
churches), volunteer model (where a professional nurse from the church volunteers to
help organize health promotion activities), and nurse parishioner model (where nurses
from a church group form an informal alliance with the aim of supporting health
ministries of the church) were common.
Churches can maximize limited resources through sharing. For example, Health
Ministries Association Incorporated (2006) of America has compiled a combined
catalogue of health resources, including HIV/AIDS topics, produced by American Baptist
Churches, Church of the Brethren, Christian Church (Disciples of Christ), Congress of
National Black Churches, Episcopal Church, Evangelical Covenant Church, Free
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Methodist Church, Mennonite Church, Presbyterian Church, and Progressive National
Baptist Convention. Others include Seventh-Day Adventist Church in North America,
The United Church of Christ, United Methodist Church, African Methodist Episcopal
Church, Church of the Nazarene, Evangelical Lutheran Church, General Baptist State
Convention of North Carolina, and Wesleyan Church
(http://www.hmassoc.org/pdf/denom catalog.pdf). This is an example of how identifying
resources available to churches in a particular setting can help improve information
seeking behavior of members and cross ventilation of ideas. The Christian Health
Association of Nigeria (CHAN) can facilitate a similar innovation at the local and
national levels.
F. Health Asset Mapping Methodologies
Needs assessment is considered to be one of the initial steps in health planning
and aims at identifying priority health needs (Gilmore & Campbell, 2005), including
HIV/AIDS prevention and control in churches. In addition to the need-driven approach,
Kretzmann & McKnight (1993) described capacity-focused, asset-based route to
community health development. Focusing on problems/needs without identifying existing
resources (Sharpe, Greany, Lee, & Royce, 2000) undermines a community’s innate
potentials to look inwards for what they have to address their perceived needs. While
both are important, the asset-based assessment component helps identify persons.
physical structures, natural resources, institutions, businesses, or informal organizations
(Berkowitz & Wadud, 2002) that might be instrumental to addressing community needs.
A divergent look on community assets, as well as needs, is important (Kretzmann &
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McKnight, 1993). Assets can be classified as individual or collective depending on where
they are located and who is controlling them (McKnight & Kretzmann, 1990).
Churches, as an entity, are located in the community and are responsible for
allocating their own resources to meet the needs of their members. The World Health
organization (WHO) Asset for Health Development Program (AHDP) emphasizes
“salutogenic health assets” more than needs (WHO, 2005). This might be based on the
realization that as communities understand their health conditions, manage and give
meaning to their situations (needs) (Antonovsky, 1987) they may be more willing to use
their capacities (assets) to promote HIV/AIDS prevention and control.
Information about where church needs and assets are located appears necessary.
The WHO’s service availability mapping (SAM) aims to “assess the availability and
coverage of specific public and private health interventions and resources in a given
district and its health facilities” using instruments such as questionnaires, personal digital
assistants (PDAs) and global positioning system (GPS) devices (WHO, 2006, p. 1).
Emphasis was more on physical infrastructure such as hospital and clinic buildings,
equipment, drugs, location, and may include manpower resources within the health
facilities rather than on the perceived needs and assets of the people.
The African Religious Health Assets Program (ARHAP, 2004), a project of
Emory University, USA and University of Cape Town, South Africa, classifies religious
assets as tangible and intangible with direct or indirect health outcomes. Tangible assets
with direct health outcomes, according to them, would include infrastructure, hospital
beds, clinics, paramedics, hospice, funding development, agencies, holistic support,
hospital chaplains, faith healers, traditional healers, and care groups. Tangible assets with
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indirect health outcomes would include choir, education, networks/connections,
leadership skills, and prayer. Others include resilience, health-seeking behavior,
motivation, responsibility, commitment/sense of duty, and relationships. Intangible assets
with indirect health outcomes include individual sense of meaning, belonging, access to
power, trust/distrust, faith/hope/love, time, and sacred space (ARHA, 2004). While these
assets may seem to operate at the individual level, it appears necessary to determine how
collective needs and assets of churches, both tangible and intangible, relate to their
collective interest to engage in HIV/AIDS prevention and control activities.
Renewal communities, empowerment zones and enterprising communities
(RC/EZ/ECs) - a project of the United States Department of Health and Human Services
and office of the assistant secretary for planning and evaluation acknowledges the
importance of mapping service points to help address community needs. They used both
geographic information system and qualitative methods to gather information on needs
and assets. However, emphasis is on identifying available health services (an example is
the regional asset mapping project within Miller County's market area in southwestern
comer of Georgia) (USDHHS, 2006). Identifying specific programs and activities on
HIV/AIDS prevention and control with reference to their perceived needs and assets,
based on location, would be an extension of such a laudable project.
Mobilizing for Action through Planning and Partnerships (MAPP) is a useful
strategy for mobilizing community resources. By using community themes and strength
assessment method, MAPP collects and compiles information on community assets
(MAPP, 2006). Invariably, defining HIV/AIDS prevention and control needs and assets
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specific to different segments of the community such as churches and schools will more
likely yield specific data needed to plan specific sustainable programs.
The Global Religious Health Assets Mapping (GRHAM) creates an Internetbased directory and database of health facilities, organizations and programs for faithbased organizational health networks (GRHAM, 2006). An extension of this kind of
project would include a database of needs and assets, organized church-by-church, and
defined by geographic location.
G. Conclusions
HIV/AIDS prevention and control is a global need that requires the combined
assets of all stakeholders. Churches have the “land, people, and history” (Simpson &
King, 1999, p. 43) and tend to be active players in the fight against HIV/AIDS at the
local, national, regional, and international arena. However, we do not know the extent of
the assets they think they need or have. Therefore, there is a need for a deliberate attempt
to empirically ascertain what churches believe they need and have for HIV/AIDS
prevention and control and to ascertain whether churches with needs and assets have
higher collective efficacy for HIV/AIDS prevention and control and engage in more
HIV/AIDS prevention and control programs and activities.
Based on this review, there seems to be no organized steps by which church-based
health needs and assets are identified, mapped, and sustained. Researchers and
practitioners tend to mobilize assets only at the point of implementing intervention
programs. Preconceived, systematically coordinated baseline needs and assets data,
collected at organizational level, ahead of planned church health intervention, that
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highlight identified and “needed” assets, may be very useful for establishing a sustainable
asset building program.
This review of the literature provides a rationale for systematically developing
and then testing the basic steps of identifying existing assets church-by-church, matching
them with existing needs, identifying missing assets based on geographic characteristics
and then developing a church based asset building agenda.
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CHAPTER 3
METHOD

A. Design
This research used a cross-sectional design to answer the stated study questions.
Both qualitative (FFGD) and quantitative (survey) methods were utilized to obtain data
from Christian churches in Aba North and Aba South Local Government Areas of Abia
State, Nigeria (a local government area is an equivalent of a city in the United States).
Thus, the study progressed in two phases: first a qualitative phase in which we gathered
information on perceived needs and assets from the forum focus groups. This information
was used to develop a survey instrument that was pilot tested and administered to 830
members and leaders in 83 churches in Phase 2 of the study.
B. Study Setting
This study was conducted in 83 churches representing both orthodox (Anglican,
Baptist, Catholic, Methodist, and Seventh-day Adventist) and indigenous churches
(Christ Apostolic, Assemblies of God, Evangelical Church of West Africa, and other
ministries and fellowships) (Oladepo, Usendiah & Ajuwon, 1999) located in Aba, a
major commercial center in Abia State, south east of Nigeria. It serves as a sub-regional,
regional or a national headquarters to many of the Christian churches in Nigeria. Abia
State is one of the 36 states of the Federal Republic of Nigeria, located within the forest
belt of Nigeria. It lies between longitude 4° 45' and 6° 17' north, and latitude 7° 00' and
8° 10' east. The temperature range is between 20° C and 36° C. There are two seasons:
dry season (mid October to March) and rainy period (April to October).
25

C. Participants
From a universe of 120 Christian churches, we selected the 83 churches that had
operated in the area for five years or more, and which had a resident pastor, a church
building and membership of 100 or more in the Aba North and Aba South Local
Government Areas in Abia State, Nigeria. Each participating church was invited to select
five leaders, including pastors and five lay members, 18 years and above, to participate in
the quantitative survey. Thus, an upper limit of 830 participants representing 83 churches
responded to the structured self-administered questionnaire. The unit of analysis was
church.
D. Procedures
Qualitative and quantitative sampling procedures were used to obtain information
needed to answer the research questions and were conducted in two phases. Phase 1
comprised of two sessions of FFGD conducted in two zones: Aba North and Aba South,
on different dates. Phase 2 utilized a self-administered survey to obtain information from
10 representatives of 83 churches (made up of five leaders and five lay members).
Information generated from Phase 1 was used to develop survey questions for the Phase 2
questionnaire. This questionnaire was pilot tested with 20 persons from 20 non
participating but similar churches for clarity and ease of understanding prior to collecting
the data.
For Phase 1, all the 120 churches that had operated in the area for five years or
more, with a resident pastor, church building and membership of 100 or more were
visited and given a flyer inviting them to participate in a FFGD. The resident
pastor/priest/bishop/leader signed a letter of cooperative agreement before nominating
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members to attend the FFGD. Furthermore, selected members from all the churches
signed a consent form before participating. At the venue, the purpose of the study was
highlighted and all those in attendance were reminded that participation was purely
voluntary. Sign-in sheets were provided and a list of participating churches (not
individuals) was compiled in order to determine the range of representation from the
churches. To limit travel time for participants, the FFGD was held on different dates in
the two local government areas designated for this study: Aba North (Zone A) and Aba
South (Zone B).
The venue for the FFGD was centrally located (at public secondary schools,
considered a neutral ground especially for those who did not feel comfortable attending
such a meeting in a church or church-related facility). The first FFGD was held in Zone
A and the second in Zone B on different dates. The student investigator and four field
assistants contacted the churches in both zones directly and invited them to participate.
Flyers specifying the date, time and location of the FFGD were distributed to the
churches, as well as posted at strategic locations. To ensure that a diverse number of
churches were represented at the forum, participating churches were contacted and
reminded a few days before the scheduled date.
For Phase 2, the student investigator and field assistants identified and visited all
qualified churches who indicated a willingness to participate in the study with a letter of
cooperative agreement. The letter was submitted to the church pastor, priest, bishop or
leader (as the case may be), and questions and concerns were addressed. For any church
that agreed to participate, the pastor or leader signed the letter of cooperative agreement,
selected 10 representatives (five leaders and five lay members) to respond to a multi-item
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questionnaire, and arranged a date during which the representatives from each church met
together at a location of their own choice to respond to a self-administered survey
questionnaire which lasted between 30 - 45 minutes. Each of the participants signed a
consent form. The student investigator and/or two field assistants were available in each
of the churches to provide support to any participant that needed help in filling out the
questionnaire. Eighty-three churches that met the inclusion criteria and agreed to
participate by signing the letter of cooperative agreement were sampled.
E. Study Variables
1. Demographic Profile of Participants
We obtained information on the demographics of participants such as
gender (male or female), age in years, highest level of completed education, marital
status, and length of current church membership (section A of the questionnaire).
2. Characteristics of Churches
A list of the 83 churches and their attributes such as address, contact
person(s), number of pastors/priests, number of members, number of services per week,
whether they had a paid secretary, and size of the church board (if any) were obtained
(section B of the questionnaire).
3. Perceived Needs and Assets
A list of 55 needs and assets identified by churches during the FFGD was
used to elicit responses on (a) what a local church might need or need access to in order
to engage in HIV/AIDS activities (section Cl of the questionnaire); (b) what a local
church might need or need access to from its denomination in order to engage in
HIV/AIDS activities (section C2 of the questionnaire); (c) assets that a local church
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might need to have or have access to in order to engage in HIV/AIDS activities (section
D1 of the questionnaire); and (d) denominational assets that a local church might have
access to in order to engage in HIV/AIDS activities (section D2 of the questionnaire).
4. Perceived Importance of Church Assets
From the list of 55 assets identified during the FFGD survey, respondents
rated the degree of importance of each local church and denominational assets on a scale
ranging from 1 “Not at all” to 5 “extremely” (sections El & E2 of the questionnaire).
5. Collective Efficacy
On a scale of 0 -100 with 0-20 labeled as “Cannot do at all”, 30-60 as
“Moderately can do” and 70-100 as “Highly can do” (Bandura, 2006), respondents rated
HIV/AIDS activities identified in b above (section F of the questionnaire). Studies
indicate that performance can be better predicted on an efficacy scale with the 0-100
response format (Pajares, Hartley, & Valiante, 2001; Bandura, 2006).
6. Level of Current Involvement in HIV/AIDS Prevention and Control Activities
From a list of 55 activities generated from the FFGD, current involvement
on each HIV/AIDS activity was rated on a scale 1 “Not at all” to 4 “Extremely” (section
G of the questionnaire).
7. Need-asset Model
This was the sum of needs and the sum of assets aggregated across
churches.
8. Total Importance ofAssets
This was the sum of importance ratings for assets that were identified as
available. Table 1 below outlines the research questions and the method of measurement.
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Table 1: Research questions and method of measurement
Research questions
1. Regarding HIV/AIDS prevention and control:
(a) What do church members believe they need?
(b) What assets do they believe they have?
(c) To what extent do they believe each asset is
important?
(d) What is their collective efficacy?

(e) What are their current programs and activities?
o
2.

Do churches with members who believe they have
needs and assets
(a) have higher collective efficacy for being able to
reduce HIV/AIDS?
(b) engage in more frequent HIV/AIDS prevention and
control activities?

3.

Do churches that have higher collective efficacy
engage in more frequent activities?

Method of Measurement
(la) Scale of needs
(lb) Scale of assets
(lc) Importance of assets scale measured on a scale of 1-4, ranging from “not
at all important” to “extremely important”.
(ld) Collective efficacy scale with the following response categories: 0-20 as
“cannot do at all”, 30-60 as “moderately can do”, and 70-100 as “highly
certain can do”.
(le) Prevention and control activity scale (based on a list of activities
identified from local articles and unpublished reports).

(2a) Collective efficacy scale with the following response categories: 0-20 as
“cannot do at all”, 30-60 as “moderately can do”, and 70-100 as “highly
certain can do” (Bandura, 2006).
(2b) Prevention and control activity scale

(3) Measures of collective efficacy and HIV/AIDS activities scale.

F. Data Collection Strategy
Data collection was done in two phases. In the first phase, qualitative methods
were used to determine a list of assets church leaders and members felt were necessary
for providing HIV/AIDS activities. In the second phase a quantitative survey was
developed and administered based on the findings of phase 1. Details on data collection
in these two phases are as follows:
1. Phase 1: Forum Focus Group Discussions
To obtain qualitative data needed for this study, the FFGD approach was
used as described below:
(a) An open invitation was sent out to all churches to participate in a forum focus
group to discuss what assets they thought they would need and what they already had to
help protect members from getting HIV/AIDS, and support members infected with or
affected by HIV/AIDS. Both church leaders and lay members were invited to attend.
(b) At the forum, participants were reminded that participation was purely
voluntary. The student investigator explained the purpose of the study, and participants
signed the consent form. They were divided into two focus groups (made up of leaders
and lay members) in each of the two zones. In zone A, seven leaders and eight lay
members participated, while nine leaders and eight lay members participated in zone B.
Overall, there were 32 participants. Sign-in sheets were provided and a list of
participating churches compiled in order to determine the range of churches participating
in the study.
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(c) Each group discussed (in two sessions of 60 minutes each) two sets of pre
tested focus group statements developed by the investigators using information from
local articles and unpublished reports. Session 1 focused on what assets members
perceived their churches NEEDED to help protect members from getting HIV/AIDS and
support members who are or may be infected or affected with HIV/AIDS, while Session
2 addressed what they perceived their churches HAD to help protect members from
getting HIV/AIDS and support members who are or may be infected or affected with
HIV/AIDS.
(d) At the end of the two sessions, the focus groups reconvened at the closing
forum for 10 minutes (to share any new key idea related to the topics, which might have
occurred after the focus group discussion).
(e) A field assistant was assigned to each of the focus groups to serve as a
facilitator, observer, recorder, time keeper, and note taker. He/she tape-recorded and
transcribed the responses verbatim. Emerging themes were used to develop the survey
questionnaire.
2. Phase 2: Survey Methods
Consent of the leader of each of the 83 churches that met the inclusion
criteria to participate in a survey was sought. They were requested to select 10
representatives from their churches (five leaders and five lay members) to respond to a
multi-item self-administered questionnaire that took between 30 and 45 minutes. There
were 16 field assistants (two assigned to about 10 churches) and the student investigator
explained the study procedures and issues around risks and benefits before obtaining
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consent from the selected church members. There was regular cell phone communication
between field assistants and the student investigator to ensure that any concerns raised by
the participants were addressed in a timely manner. On the survey instrument,
participating churches were asked to indicate whether they had participated in the forum
focus group to see how these people differed from the others.
The questionnaire elicited information on what church members believed their
churches needed and had for HIV/AIDS prevention and control; the extent to which
church members thought these assets were important for HIV/AIDS prevention and
control activities; and whether churches with needs and assets had higher collective
efficacy for HIV/AIDS prevention and control, and engaged in more HIV/AIDS
prevention and control programs and activities. Figure 2 illustrates the linkages between
the qualitative and quantitative methods.
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Qualitative data using the FFGD approach:
Study area divided into two zones
Churches in each zone invited to
participate in a FFGD
- Participants divided into four focus
groups

A list of 55 needs and assets

\r

Quantitative (Survey) Component
(Administered to 830 members in the 83 churches

Figure 2: Linkages between the qualitative and quantitative methods
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G. Instrumentation
1. Forum Focus Group Discussion (FFGD) Protocol Development
To obtain qualitative information on perceived HIV/AIDS prevention and
control needs and assets, two sets of open-ended statements, based on our review of local
articles and unpublished report, were developed. The first contained eight statements on
what members thought their own churches and other churches were doing or not doing to
help protect members from getting HIV/AIDS, and support members living with
HIV/AIDS and their families. The second set contained eight statements on what
resources/capacities (manpower, material, method) members thought their own churches
and other churches had or did not have to help protect members from getting HIV/AIDS,
support members living with HIV/AIDS and their families.
2. Survey Content and Protocol Development
Common themes emanating from the FFGD were used to develop a multi
item self-administered questionnaire. Information on the extent to which church members
believed they were capable of helping to reduce HIV/AIDS were sought, including the
extent to which they thought the assets they had were important for HIV/AIDS
prevention and control, and whether churches with needs and assets had higher collective
efficacy for HIV/AIDS prevention and control and engaged in more HIV/AIDS
prevention and control activities. The questionnaire was developed in the English
Language.
To ensure that the FFGD protocol and the survey questionnaire were
reliable, sensitive and meaningful and to familiarize the field assistants with the tool and
the setting of this study, two pilot tests were conducted in Umuahia, a neighboring town
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considered homogenous and as close to the study population as possible. The pilot tests
did not result in the revision or elimination of any of the questions.
H. Recruitment of Field Assistants
To ensure that data was collected in a timely manner field assistants with at least a
high school diploma, fluent in both English and Igbo Languages, were recruited from
school of nursing. Aba for both the qualitative and quantitative components of this study.
For the qualitative data, the student investigator trained four field assistants in qualitative
focus group methods and their respective roles. The team conducted the FFGD; served as
facilitators, observers, recorders, time keepers, and note takers. They transcribed the taperecorded responses verbatim, while the student investigator reviewed and analyzed the
data. The session time for the FFGD was 2Vi hours (20 minutes to convene the opening
and closing forums and 120 minutes for the focus group discussion) with refreshment
break of 10 minutes. This process was completed in two weeks.
We recruited 16 field assistants for the quantitative study. After training them in
human subject issues, consent, and data collection procedures, they were paired and
assigned to 10 churches each (the last pairs worked in three additional churches). The
student investigator, on a rotational basis, supported the field assistants in administering
the questionnaire. He supervised and coordinated the overall process over a period of 10
weeks. Self-administered questionnaires were distributed to 10 representatives selected
by each pastor/priest/leader of the 83 participating local churches. Both the student
investigator and field assistants were available to offer assistance to participants. Figure 3
illustrates the timeline, qualification and responsibilities of the student investigator and
field assistants for the qualitative and quantitative methods.
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Phase 2

Phase 1

Recruitment of four research
assistants for qualitative
method, with support from
student investigator

Recruitment of 16
research assistants for
qualitative method,
with support from
student investigator

1. Qualification:
• Fluent in both Igbo
and English
Languages

1. Qualification:
• Fluent in both Igbo
and English
Languages

2. Responsibilities
• Organize FFGDs
Facilitate
Observe
- Record/take
notes
Keep time
Transcribe

2. Responsibilities
• Administer face-toface surveys to 10
participants in 83
churches
(Field assistants were
paired and assigned to
10 churches each. The
last pair worked in
three additional
churches, with
additional stipend)

3. Timeline: Two weeks

3. Timeline: 10 weeks

Figure 3: Timeline, qualification and responsibilities of field assistants for the qualitative
and quantitative methods
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I. Training of Field Assistants
For the qualitative and quantitative methods, field assistants were trained by the
student investigator in one location at different times for three and six hours respectively.
Formal instructions on the purpose of the study were discussed. Items and sub-items on
the forum focus group protocol and the survey instrument were fully explained. Question
and answer sessions were conducted during which further clarifications were made.
Mock interviews where field assistants interviewed themselves to ensure efficiency in the
execution of their assignment were organized. The student investigator closely supervised
the field assistants throughout the period of the survey. Figure 4 below shows the training
protocol.
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Phase 2

Phase 1
Training of four research
assistants on qualitative
method by student
investigator

Training of 16 research
assistants on qualitative
method by student
investigator

1. Formal instruction on:
• Purpose of study
• FFGD methodology/protocol

1. Formal instruction on:
• Purpose of study
• Survey method

2. Question and answer session
• Clarifications

2. Question and answer session
• Clarifications
• Mock interviews

3. Training period: Three hours

3. Training period: Six hours

Figure 4: Training protocol
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J. Data Analysis
Phase 1: To generate data needed to answer the research questions on what church
members believe they needed for HIV/AIDS prevention and control, information from
the FFGD was tape-recorded by the field assistants. We used Dudley and Phillip’s (2007)
guide in the analysis. First, field assistants transcribed the data a few days after the focus
group discussion. Second, the student investigator reviewed the topic guide (protocol).
listened to the tapes, read the transcripts and notes from the two sessions, including data
from the closing forum, and created a unique identifier (code) for participants. R1, 2, 3...
codes were used to represent participants from zone A, and RR1, 2, 3 ... to represent
participants from zone B. Cl and C2 codes were used to represent participants in the
closing forum from the two zones respectively.
Participants’ responses to each of the focus group protocol statements were
classified into meaning units (any word or expression that suggested church asset).
Similar meaning units were grouped together and given a code. In order to sort the
differences and similarities within the meaning units, we created sub-themes, compared
them with the meaning units, and further sorted them into emerging themes. For example.
responses to the statement: We would like to know what resources/capacities (manpower,
material, method) you think churches, in general, have that would help reduce HIV/AIDS
problems were sorted into sub-themes such as hospital, school, visitation, linkages with
other churches, members who are health professionals, etc and categorized into themes.
To maintain data integrity, other co-investigators reviewed, revised and validated
the data in constant comparison with the transcript. The whole context of the narration
was considered after reading the transcript repeatedly. We created a summary report of
40

the emerging themes and patterns as they relate to assets for HIV/AIDS prevention and
control. To ensure that no data was intentionally or unintentionally omitted, and to guard
against adding irrelevant data (Kristiansen, Hellzen, & Asplund, 2006), we compared the
themes and sub-themes back and forth. Several discussions were held between the co
investigators until we reached an agreement on the interpretation of the data.
Phase 2: Data from the completed surveys was coded and entered into a database
using SPSS version 15. To ensure that the statistical results were accurate, data was
double-entered, cleaned and analyzed statistically. Frequencies and percentage
distributions were used to present information on perceived church needs and assets
(research questions la & lb). The extent to which members believed each asset was
important in reducing HIV/AIDS (research question 1c) was rated on a scale of 1-4 and
the mean distribution computed. The mean distributions on collective efficacy (research
question Id) and current programs and activities (research question le) were calculated.
Needs and assets scale was computed as the sum of needs and having assets
across the 55 assets to obtain a single need and asset score for each church and compared
with the collective efficacy scores (research question 2a) and HIV/AIDS prevention and
control activity scores (research question 2b) respectively.
HIV/AIDS prevention and control activity scale was calculated as the sum of the
ratings of involvement in each activity scale. The linear regression method was used to
test if needs and assets predicted collective efficacy and HIV/AIDS activities (research
question 3). For the regression analyses individual data for the 10 individuals at each
church was aggregated and the unit of analysis was the church. Table 2 below shows the
type of analysis used in relation to each of the research questions.
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Table 2: Research questions, measurement, and statistical analysis methods
Research questions
1. Regarding HIV/AIDS prevention and control:
(a) What do church members believe they need?
(b) What assets do they believe they have?
(c) To what extent do they believe each asset is important?
(d) What is their collective efficacy?
(e) What are their current programs and activities?

4^

to

2. Do churches with members who believe their needs and assets
match
(a) have higher collective efficacy for being able to reduce
HIV/AIDS?
(b) engage in more frequent HIV/AIDS prevention and control
activities?
3. Do churches that have higher collective efficacy engage in more
frequent activities?

Data Analysis: SPSS version 15
Unit of analysis: Churches
•
•
•
•
•

la: Percentage distribution
lb: Percentage distribution
1c: Mean distribution of importance of assets
Id: Mean distribution of collective efficacy
le: Mean distribution of activity

•

2a: Regression

•

2b: Regression

•

3: Regression

K. Power Analysis
In this study, Pearson’s Correlation was used to test the primary hypothesis. With
a one-sample correlation, based on SamplePower 2.0, and estimation of a medium effect
size (r = .30), to detect an effect at 80% power at alpha =.05, 82 churches was needed. To
allow for attrition, an arrangement was made for an extra 17 churches (20%).
L. Research Ethics
Phase 1: Forum Focus Group Discussion
Respect for persons: Church pastors/priests/leaders were visited and given
a flyer inviting their churches to participate in this study by the student investigator and
field assistants. At the venue of the FFGD, details regarding the purpose, description of
procedures, risks, rights to withdraw at any time, etc, were discussed. A written informed
consent was obtained from each participant.
Beneficence: Participants were not required to specify, write or mention their
names during the FFGD. They were only requested to write their church affiliation on a
general list so we know the churches that participated. It was made clear that
participation was voluntary. The student investigator retrieved all materials used by the
field assistants. Approval for this study was sought and gained from Loma Linda
University Institutional Review Board (IRB).
Justice: To compensate for the time put into this study, a thank you gift was given
to the participants.

43

Phase 2: Survey
Respect for person: Eligible churches were visited with a letter requesting
them to participate and to select 10 representatives (five leaders and five lay members) to
respond to a multi-item questionnaire. Details regarding purpose of the survey,
description of procedures, risks, and rights to withdraw at any time were discussed with
the pastor/priest/leader during the visit by the student investigator and field assistants. A
written informed consent was obtained from the participants. Accepting to respond to the
survey questions by the participants was considered as an assent to participate. The
survey was conducted in the English Language.
Beneficence: Survey responses were kept confidential. Church members were not
allowed to know what other churches indicated were their needs and assets. Field
assistants were assigned to churches with which they were not affiliated. In that way, they
did not know who the participants were. The student investigator retrieved all materials
used by the field assistants. It was made clear that participation was voluntary.
Justice: All Christian churches that met the inclusion criteria were requested to
participate in this study. To compensate for the time put into this study, a thank you gift
was given to the participants.
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Abstract
This study examined the assets Nigerian church members believed their churches
needed and the assets they thought they had to engage in HIV/AIDS prevention and
control activities. Eight hundred and thirty members from 83 churches completed a
questionnaire designed from forum focus group data. Respondents were males and
females aged 18 years old and above, with primary, secondary, university, or vocational
education, and were more likely to be married than single (never married), separated,
divorced, widowed or remarried. The data revealed that church members needed access
to health promotion assets, including the expertise of church members who are health
professionals to engage in HIV/AIDS prevention and control activities. We recommend
an intensive HIV/AIDS prevention and control reorientation-training workshop for
church leaders to ensure a sustainable plan to address general health needs.

Key words: Church, needs, assets, prevention, HIV/AIDS, Nigeria
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Understanding church-based needs and assets for HIV/AIDS prevention and
control in an urban Nigerian community: An exploratory study
HIV/AIDS prevention and control is a global need and requires the combined
assets of all stakeholders, including new and innovative approaches. Churches have the
“land, people, and history” (Simpson & King, 1999) and the capacity to reach a wide
range of people (Lasater, Wells, Carleton & Elder, 1986) to provide spirituality - a
powerful coping resource (Kelly, 2004), as well as social and political awareness
(Stillman, Bone, Rand, Levine, & Becker, 1993). Members’ “connectedness with others”
(Burkhardt, 1994) through relationships (Dyson, Cobb, & Forman, 1997) makes them a
positive force in the global fight against the HIV/AIDS pandemic.
The economic impact of HIV/AIDS includes loss of income, loss of intellectual
potential and leadership, increased medical expenses, decreased and/or loss of income
while caring for the person living with HIV/AIDS, total loss of income (if death occurs),
enormous costs associated with burials, and increased school dropouts (Bollinger, Stover,
& Nwaorgu, 2007). Hence, one of the national challenges is scaling up HIV/AIDS
prevention, treatment and sustainability (Osotimehin, 2007). Estimates put the number of
HIV infected people in Nigeria at about 3.6 million, AIDS deaths at 310,000 and AIDS
Orphans at 1.8 million (Center for Disease Control and Prevention, 2006). The
prevalence rate is currently at 5.6% among adults 15-49 years old (Joint United Nations
Programme on HIV/AIDS, 2003). Antiretroviral drugs remain accessible to less than 1%
of those who need them (Peterson & Obileye, 2007). In response, the Nigerian
government formulated a national HIV/AIDS policy as a framework “...to control the
spread... provide equitable care and support... and to mitigate the impact...” of
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HIV/AIDS, with a political commitment to provide treatment to adults and children
(Federal Government of Nigeria, 2003, p.15). However, due to limited resources, there is
inadequate care and support (Center for Disease Control and Prevention, 2006) for people
living with HIV/AIDS.
Since government alone cannot cope with the demands of HIV/AIDS prevention
and control, a decentralized and participatory approach (National Action Committee on
AIDS, 2007) is germane in mobilizing the existing human and material potentials needed
to increase HIV/AIDS prevention and control activities and improving services on a
wider scale. This approach recognizes the strategic position of all stakeholders, including
churches, as germane in mobilizing the existing human and material potentials needed to
increase HIV/AIDS prevention and control activities and improving services on a wider
scale. So far, mission health institutions, owned and operated by Christian
denominations, provide about 40% of health services in Nigeria, and some of the
churches have formulated HIV/AIDS policies (Christian Health Association of Nigeria,
2004). In partnership with the National Action Committee on AIDS (NACA), programs
have been provided for the “Training of priests and church workers and other care givers”
(Christian Health Association of Nigeria, 2004, p.7), and the beneficiaries continue to
contribute to government’s effort to reduce the HIV/AIDS prevalence (Joint United
Nations Programme on HIV/AIDS, 2003).
Associational or organizational capacities of churches may include support groups
(Young Men’s Christian Association - YMCA, and Young Women Christian Association
- YWCA, Women’s Guild, etc). Others include business partners (banks, other churches,
media houses), infrastructure (schools, hospitals/clinics, buses, lands, buildings),
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communication services (access to media, bulletin boards, newsletters, fliers), use of
music, peer educators, and role modeling (McKnight & Kretzmann, 1996; Effa, 2005;
Nwaorgu, 2005; Pinneh, 2005). Given that access to important resources and
opportunities increases perceived behavioral control (Ajzen, 1991) and effective action
against the HIV/AIDS problems, a study appears necessary that documents what assets
relevant to HIV/AIDS prevention and control churches believe they need and have.
Methods
Study population
This study was conducted with 830 church members from 83 churches (10 from
each church), representing both orthodox and indigenous churches in Aba, a major
commercial center in Abia State, southeast of Nigeria. Aba serves as either a sub
regional, regional or national headquarters to many of the Christian churches in Nigeria.
Abia State is one of the 36 states of the Federal Republic of Nigeria, located within the
forest belt of Nigeria. It lies between longitude 4° 45' and 6° 17' north, and latitude 7° 00'
and 8° 10' east.
Study inclusion criteria
Christian Churches that had operated in the area for five or more years with a
resident pastor, a church building, and membership of 100 or more were included. We
contacted 120 churches and 83 indicated a willingness to participate. For any church that
agreed to participate, the pastor, priest or leader selected 10 representatives to respond to
a multi-item questionnaire, and arranged a date during which they met together at a
location of their own choice. At this time trained research assistants went over all study
procedures and obtained written consent from all participants before asking them to take
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the self-administered multi-item survey, which took between 30-45 minutes to
complete. Questions and concerns were addressed and it was explained that participation
was voluntary. The Institutional Review Board of Loma Linda University granted
permission for this study.
Measures
The study progressed in two phases: first, in phase 1, a qualitative phase in which
we gathered information on perceived needs and assets from 32 individuals in four forum
focus groups. This information was used to develop a survey instrument that was first
pilot tested with 20 persons from 20 non-participating but similar churches for clarity and
ease of understanding prior to collecting the data. The resulting survey was administered
to church members in phase 2 of the study.
The questionnaire had three types of questions relevant to this paper:
1. Demographics. This section included questions about gender, age in years,
highest level of completed education, marital status, religious affiliation, length of
current church membership, including characteristics of churches such as number
of pastors/priests, number of members, number of services per week, whether
they had a paid secretary, and size of the church board (if any).
2. Church Needs. A list of 55 assets a church might need to engage in HIV/AIDS
activities. This included two types of needs: (a) assets a local church might need
from its own resources (e.g., Members who are health professionals), and (b)
assets a local church might need from its denomination (e.g. Linkages with
government).
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3.

Church Assets. A list of 55 assets a church might already have. This list
corresponding exactly to the two types of assets listed in part 2 above: local
church resources and denominational resources.
Regarding needs and assets we elicited responses of Yes if the member believed

his church needed or had the asset; a No if the member believed he did not need or have
the asset; or otherwise a Don’t know response. The survey was conducted in English.
Statistical analysis
Once the respondents completed the surveys all responses were double entered
and compared for discrepancies. Analysis was with SPSS version 15. The analysis
included the respondents’ demographics and church characteristics. In reporting the
percent of respondents believing they needed or had an asset each local church asset was
categorized as either health promotion, spiritual, capacity building, financial, or social
asset. Each of the denominational assets was classified as manpower, material/method, or
money.
Results
Respondents’ demographics and church characteristics
Of those completing the survey 55% were female and 45% male. There was a
slight preponderance of males but both sexes were well represented. Their ages ranged
from 18-61 years. Almost half of the respondents (46.7%) indicated they had university
education. Most (56%) said they were married. Reported length of current church
membership of five years and above (75.1%) was highest among the respondents. A
plurality of the respondents said they had one to two pastors. Regarding the number of
services per week, more than half (58.1%) of the respondents indicated that they had one
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to three services per week. While more than half of the respondents (65.2%) said they did
not have a paid secretary, 78% indicated they had a church board. Not all those who had
a church board said they had a paid secretary (33.4%).
Respondents were asked about their church affiliation. Affiliations were as
follows: 14.5% were Seventh-day Adventist (SDA), 8.4% Presbyterian or Methodist;
Catholic and Assemblies of God 7.2% each; Redeemed Christian Church of God and
Apostolic Christian Church Mission 6% each; Anglican Church and The Church of Jesus
Christ 4.8% each; the Redeemed Evangelical Mission, United Evangelical and Christ
Ascension Churches 3.6% each; Living Word Ministries (Abundant Living), Faith
Tabernacle Church, Evangelical Church of West Africa (ECWA), Christian Pentecostal
Mission (CPM), and Church of Nigeria (Anglican Communion) 2.4% each; the Lord's
Chosen Charismatic Renewal, The Flaming Sword Ministry, Church of Christ, Living
Faith Church (Winners Chapel), Peculiar Pentecostal Church, Gospel Crusaders, The
True Church of God, and National Church 1.2% each.
Perceived church needs for HIV/AIDS prevention and control
Table 1 presents the percentage distribution of perceived local church needs for
HIV/AIDS prevention and control activities by category: Health promotion, spiritual,
capacity building, financial, and social. In general, church members’ greatest needs seem
to fall in the health promotion and spiritual needs category, while capacity building
financial and social needs seem to be emphasized a bit less.
1. Health promotion needs. In general, the majority reported that they needed
HIV/AIDS education. Less than half (44.7%) indicated they needed barbers
shop for members.
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2. Spiritual needs. Church members felt they needed preaching on HIV/AIDS

(93.6%) more in this category. Those who indicated that they needed
compassion for those people living with HIV/AIDS (PLWA) were less than
those who said they needed compassion for those affected.
3. Capacity building needs. Majority of the church members (87.6%) felt they

needed men's ministry on HIV/AIDS.
4. Financial needs. Majority of the church members reported that they needed

scholarship for orphans (84.7%).
5. Social needs. Majority of the church members indicated that they needed

visitation teams (82.2%).
*Table 1* Here
Perceived church needs from its denomination for HIV/AIDS prevention and control
Table 2 shows the percentage distribution of what church members believe a local
church might need from its denomination to engage in HIV/AIDS prevention and control
activities. Each of the denominational assets was classified into one of the three
subcategories: Manpower, material/method, and money.
1. Manpower. The highest percentage of the respondents (89.9%) said they
needed church members who are health professionals.
2. Materials/method. Majority of the church members said they needed an
HIV/AIDS counseling centre.
3. Money. More than half (68.3%) thought they needed inter-denominational
fund for HIV/AIDS programs.
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*Table 2* Here
Perceived church assets for HIV/AIDS prevention and control
Table 3 reveals the percentage distribution of perceived assets a local church
might have to engage in HIV/AIDS prevention and control activities by category:
Spiritual, health promotion, social, financial and capacity building. The categories are
ordered from highest mean level of assets within the category to lowest mean assets
within the category.
Spiritual asset. Most of the respondents (83%) had faith that God is able to heal
people living with HIV/AIDS. Those who said they had compassion for those infected
(82.2%) were more in number than those who said they had compassion for those
affected. Others indicated they had prayer for PLWA (78.8%) and preaching on
HIV/AIDS (75.7%).
Health promotion asset. Majority of the church members (68%) reported that
they had general education about health for church members while 61.9% had HIV/AIDS
education for members, and 54.4% had members who are health professionals (doctors,
nurses, health workers). Less than 50% reported that they had church HIV/AIDS action
committee, transportation to health programs, HIV/AIDS posters, HIV/AIDS
booklets/brochures, and barbers shop for members.
Social assets. Majority of the church members reported that they had home
outreach services (56.9%). Less than 50% said they had food and clothing for PLWA and
their families, job placement for HIV/AIDS affected families and visitation teams for
PLWA and their families.
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Financial assets. Less than 50% had financial support from non-members, special
offerings taken up for HIV/AIDS programs, and scholarship for orphans.
Capacity building assets. Less than one-third had trained HIV/AIDS counselors,
members to advocate for PLWA, time for HIV/AIDS education during regular church
service, projector/DVD/VCD, and men's, women's and youth ministries on HIV/AIDS.
*Table 3* Here
Perceived denominational assets a local church might have or have access to in order to
engage in HIV/AIDS prevention and control activities
Table 4 shows the percentage distribution of perceived denominational assets that
a local church might have or have access to in order to engage in HIV/AIDS prevention
and control activities. Each of the denominational assets was classified into one of the
three sub categories: Manpower, material/method, and money.
1. Manpower. Majority of the respondents (45.7%) indicated that they had
access to members who are health professionals to provide HIV/AIDS
prevention activities.
2. Materials/method. Less than one-third indicated that they had HIV/AIDS
rehabilitation centers.
3. Money. Less than one-fourth indicated that they had inter-denominational
fund for HIV/AIDS programs.
*Table 4* Here
Discussion
Understanding what church members think they need and have to engage in
HIV/AIDS prevention and control activities may be useful in increasing the capacity of
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churches to reach a wide range of people. In this study, we classified needs and assets
into five categories: health promotion, capacity building, financial resources, social
support, spiritual care, and denominational support. The components within each of the
six categories tend to connect to each other. For instance within the health promotion
category, the need for HIV/AIDS education and general education about health seems to
be related to the need for health education tools such as HIV/AIDS booklets, brochures.
and posters.
There appears to be a switch between the greatest needs and assets of church
members. While the greatest needs of churches seem to fall first in the health promotion
and then in the spiritual needs category, their greatest assets tend to fall first in the
spiritual and then in the health promotion assets categories. It is also notable that there is
a much larger gap between what people believe they need and have regarding health
promotion assets than there is for spiritual assets. The tendency by church members to
have emphasized capacity building, financial and social needs a bit less than health
promotion and spiritual needs may be based on the thought that spiritual care, considered
to be the core business of the church, can be a useful channel through which HIV/AIDS
education can be addressed. Traditionally, churches have the capacity to provide spiritual
support (Kelly, 2004). At a recent dialogue among churches, ecumenical and churchrelated organizations in Africa, participants emphasized the need for commitment to
HIV/AIDS education and training, as well as spiritual resources (World Council of
Churches, 2001). A multifaceted approach (Osotimehin, 2007) that takes into account all
asset categories is more likely to create a wider impact.
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Critical resources (De Jesus, 2008) such as health professionals who are church
members are needed by the churches to address critical needs. In the area of things
church members thought they needed from their denomination the highest percentage of
the members (89.9%) indicated that they needed church members who are health
professionals, perhaps to help them coordinate HIV/AIDS prevention and control
activities. This might be a call for active denominational leadership in the coordination of
church-based HIV/AIDS prevention and control activities at the local church level.
Access to important denominational resources such as church members who are health
professionals may be needed to coordinate church-based HIV/AIDS prevention and
control activities at the local church level.
This study was based on self-report. Participants may have tried to look good by
over reporting assets their churches needed and had for HIV/AIDS prevention and control
activities. However, the study demonstrated the usefulness of identifying and isolating
church’s needs and assets for HIV/AIDS prevention and control from the wider
community needs and resources. We recommend an intensive HIV/AIDS prevention and
control reorientation/training workshop for health professional church members,
including training of church leaders on ways of integrating HIV/AIDS prevention and
control activities into regular church programs. A clear implementation plan and defined
functions would be an important strategy for sustaining action.
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Table 1: Percentage distribution of perceived local church needs for HIV/AIDS prevention activities
Don't know
Total (N=830)
No
Yes
N
N
N
%
What a local church might need
N
%
%
%
Health promotion needs
2.0
830
100.0
788 94.9
25
3.0
17
HIV/AIDS education
4.0
824
General education about health
777 94.3
14
1.7
33
99.3
Members who are health
732 89.7
47
5.8
37
4.5
816
98.3
professionals (doctors, nurses, health
workers)
6.9
809
HIV/AIDS booklets/brochures
713
88.1
40
4.9
56
97.5
5.7
814
Transportation to health programs
715
87.8
53
6.5
46
98.1
692
86.0
70
8.7
43
5.3
805
HIV/AIDS posters
97.0
Church HIV/AIDS action committee
521
63.7 191 23.3 106
13.0
818
98.6
Barbing salon for members
366
44.7 333 40.7 120
14.7
819
98.7
Spiritual needs
Preaching on HIV/AIDS
Prayer for those who have HIV/AIDS
Faith that God can heal
Compassion for those affected
Compassion for those infected
Capacity building needs
Men's ministry on HIV/AIDS
Trained HIV/AIDS counselors
Women's ministry on HIV/AIDS
Youth ministry
Projector/DVD/VCD
Members to advocate for people living
with HIV/AIDS
Time for HIV/AIDS education during
regular church service
Financial needs
Scholarship for orphans
Special offering for HIV/AIDS programs
Financial support from non members

756
751
745
686
616

93.6
90.5
90.1
85.8
74.4

32
66
14
74
184

4.0
8.0
1.7
9.3
22.2

20
13
68
40
28

2.5
1.6
8.2
5.0
3.4

808
830
827
800
828

97.3
100.0
99.6
96.4
99.8

727
722
700
696
660

87.6
87.0
84.6
84.1
81.3

37 4.5
46 5.6
37 4.5
60 7.2
91 11.2

63
49
90
72
61

7.6
6.0
10.9
8.7
7.5

827
817
827
828
812

99.6
98.4
99.6
99.8
97.8

622

76.5

71

8.7

120

14.8

813

98.0

454

55.4

199

24.3

167

20.4

820

98.8

693
587
575

84.7
72.0
70.6

81
169
119

9.9
20.7
14.6

44
59
120

5.4
7.2
14.7

818
815
814

98.6
98.2
98.1

Social needs
Visitation teams for people who have
680 82.2
54
6.5
93
11.2
827
99.6
HIV/AIDS
Visitation teams for families affected by
15.2
825
652 79.0
48
5.8 125
99.4
HIV/AIDS
Home outreach services
588 72.0
62
7.6 167
20.4
817
98.4
Job placement for HIV/AIDS affected
556 68.1
58
7.1 202
24.8
816
98.3
families
Food and clothing for those infected
530 65.2 161 19.8 122
15.0
813
98.0
534
64.8 152 18.4 138
Food and clothing for those affected
16.7
824
99.3
Note: Some rows do not add to 100% because of rounding error or missing data. * Based on the result of the initial
qualitative study, we classified “Church members who are health professionals” as both local church and
denominational need.

62

Table 2: Percentage distribution of what a local church might need from its denomination to engage in
HIV/AIDS prevention activities
Total
Yes
No
Don't know
(N-830)
Numb
Numb
Numb
What a local church might need
Numb
er
er
from its denomination
er
%
%
er
%
%
Manpower
*Members who are health
professionals (doctors, nurses,
42
health workers)
745
89.9
42
5.1
5.1
829
99.9
HIV/AIDS leadership training
80
for church members
8.1
9.7
824
99.3
677
82.2
67
Materials and method
An HIV/AIDS counseling
centre
HIV/AIDS Testing kits
HIV testing centers
Zonal/district HIV/AIDS
programs
HIV/AIDS treatment centers
Training centre (to train
members on HIV/AIDS
prevention)
Linkages with private agencies
Linkages with treatment centers
Linkages with government
Free HIV/AIDS drug donation
HIV/AIDS TV ministry
Free drug donations for
opportunistic infections
Participation in HIV/AIDS
research
HIV/AIDS radio ministry
HIV/AIDS rehabilitation centers
School(s)
Referral centers
Linkages with other churches
An orphanage
An hospital
A clinic
Denominational HIV/AIDS
policy
Blood bank for members

718
714
719

87.8
87.2
86.9

54
35
65

6.6
4.3
7.9

46
70
43

5.6
8.5
5.2

818
819
827

694
704

86.2
84.9

67
52

8.3
6.3

44
73

5.5
8.8

805
829

97.0
99.9

694

661

84.6
82.7
81.9
80.7
80.6
79.9

90
41
102
39
51
109

11.0
5.0
12.4
4.7
6.2
13.2

36
101
47
121
110
57

4.4
12.3
5.7
14.6
13.3
6.9

820
823
824
827
828
827

98.8
99.2
99.3
99.6
99.8
99.6

646

79.2

41

5.0

129

15.8

816

98.3

640
635
585
569
570
556
525
473

78.4
77.9
74.8
71.1
70.5
70.2
67.4
64.7
59.6

113
129
76
104
98
86
86
110
75

13.8
15.8
9.2
12.6
12.1
10.6
10.4
13.5
9.4

63
51
132
134
140
156
183
177
246

7.7
6.3
16.0
16.3
17.3
19.2
22.2
21.8
31.0

816
815
824
823
807
812
825
812
794

98.3
98.2
99.3
99.2
97.2
97.8
99.4
97.8
95.7

472
428

58.3
52.6

153
215

18.9
26.4

185
171

22.8
21.0

810
814

97.6
98.1

681
675

667
667

616

98.6
98.7
99.6

Money
Inter-denominational fund for
HIV/AIDS programs
557
68.3
99
12.1
159
19.5
815
98.2
Note: Some rows do not add to 100% because of rounding error or missing data. * Based on the result of the initial
qualitative study, we classified “Church members who are health professionals” as both local church and
denominational need.
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Table 3: Percentage distribution of assets a local church might have to engage in HIV/AIDS prevention
activities (N=830)
Don't know
Total
Yes
No
N
N
N
Assets a local church might have
N
%
%
%
%
Spiritual asset
Faith that God is able to heal people living
9.2
63
7.6 827
688 83.2
99.6
with HIV/AIDS
76
34
4.2 819
Compassion for those infected
673 82.2 112 13.7
98.7
15.2 808 97.3
48
5.9 123
637 78.8
Prayer for those who have HIV/AIDS
20
2.4 824 99.3
624 75.7 180 21.8
Preaching on HIV/AIDS
557 68.5 201 24.7
55
6.8 813
98.0
Compassion for those affected
Health promotion asset
General education about health for church
564 68.0 233 28.1
32
3.9 829
99.9
members
512 61.9 258 31.2
57
6.9 827 99.6
HIV/AIDS education for members
Members who are health professionals
56
7.0 804 96.9
437 54.4 311 38.7
(doctors, nurses, health workers)
98.4
Church HIV/AIDS action committee
361 44.2 291 35.6 165 20.2 817
Transportation to health programs
16.1 807 97.2
195 24.2 482 59.7 130
99
12.3 806 97.1
179 22.2 528 65.5
HIV/AIDS posters
122 15.0 595 73.0
98
98.2
HIV/AIDS Booklets/brochures
12.0 815
Barbing salon for members
87 11.1 613 77.9
87
11.1 787
94.8
Social asset
14.9 813
463 56.9 229 28.2 121
98.0
Home outreach services
Food & clothing for those who have
12.6 828
408 49.3 316 38.2 104
99.8
HIV/AIDS
Food & clothing for families affected by
390 47.2 308 37.2 129
15.6 827 99.6
HIV/AIDS
112
13.9 807 97.2
Job placement for HIV/AIDS affected families 207 25.7 488 60.5
Visitation teams for people who have
191 23.7 505 62.7 110
13.6 806
HIV/AIDS
97.1
Visitation teams for families affected by
180 22.3 516 63.9 111
13.8 807
97.2
HIV/AIDS
Financial asset
Financial support from non-members
332 40.2 349 42.3 145
17.6 826 99.5
294 36.2 408 50.2 110
13.5 812
Special offerings taken up for HIV/AIDS
97.8
Scholarship for orphans
187 23.2 533 66.0
87
10.8 807
97.2
Capacity building asset
Trained HIV/AIDS counselors
259 32.1 481 59.6
67
8.3 807 97.2
Members to advocate for people living with
227 27.5 474 57.5 124
15.0 825
HIV/AIDS
99.4
Youth ministry on HIV/AIDS
177 22.2 506 63.5 114
14.3 797
96.0
Time for HIV/AIDS education during regular
74
church service
173 20.9 582 70.2
8.9 829 99.9
Men's ministry on HIV/AIDS
159 19.7 516 63.9 133
16.5 808
97.3
152 18.8 539 66.7 117
Women's ministry on HIV/AIDS
14.5 808
97.3
Projector/DVD/VCD
23
2.8 755 91.1
51
6.2
829
99.9
Note: Some rows do not add to 100% because of rounding error or missing data. * Based on the result of the initial
qualitative study, we classified “Church members who are health professionals” as both local church and
denominational need.
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Table 4: Percentage distribution of denominational assets that a local church might have access to in
order to engage in HIV/AIDS prevention activities
Total
Don't
No
know
(N=830)
Yes
Denominational assets a local
N
N
church might have access to
N
%
N
%
%
%
Manpower
Members who are health
professionals (doctors, nurses,
health worker)
HIV/AIDS leadership training for
church members
Materials and method
HIV/AIDS rehabilitation centers
HIV/AIDS Testing kits
School(s)
Participation in HIV/AIDS
research
Zonal/district HIV/AIDS programs
Linkages with other churches
Free HIV/AIDS drug donation
Linkages with government
Training centre (to train members
on HIV/AIDS prevention)
Blood bank for members
Linkage with treatment centers
Linkages with private agencies
HIV testing centers
An HIV/AIDS counseling centre
A clinic
Denominational HIV/AIDS policy
An hospital
An orphanage
Referral centers
HIV/AIDS TV ministry
HIV/AIDS treatment centers
Free drug donation for
Opportunistic infections
HIV/AIDS radio ministry

376

45.7

409

49.8

37

4.5

822

99.0

171

20.7

611

74.0

44

5.3

826

99.5

247
233
236

30.3
28.6
28.5

513
534
439

62.9
65.4
53.0

56
49
153

6.9
6.0
18.5

816
816
828

98.3
98.3
99.8

219
203
170
170
167

26.5
24.6
20.7
20.5
20.2

497
423
425
585
468

60.2
51.3
51.8
70.7
56.7

109
198
225
73
190

13.2
24.0
27.4
8.8
23.0

825
824
820
828
825

99.4
99.3
98.8
99.8
99.4

159
153
153
152
144
144
136
132
131
127
124
125
125

19.3
18.8
18.7
18.5
17.4
17.4
16.7
16.2
15.9
15.4
15.2
15.1
15.1

602
604
598
430
621
614
572
536
592
614
623
660
649

73.1
74.0
72.9
52.2
75.1
74.1
70.3
65.9
72.0
74.2
76.4
79.8
78.4

62
59
69
241
62
71
106
145
99
86
68
42
54

7.5
7.2
8.4
29.3
7.5
8.6
13.0
17.8
12.0
10.4
8.3
5.1
6.5

823
816
820
823
827
829
814
813
822
827
815
827
828

99.2
98.3
98.8
99.2
99.6
99.9
98.1
98.0
99.0
99.6
98.2
99.6
99.8

123
111

15.0
13.5

637
674

77.8
81.9

59
38

7.2
4.6

819
823

98.7
99.2

Money
Inter-denominational fund for
HIV/AIDS programs
118
14.4
598 73.1 102 12.5
818
98.6
Note: Some rows do not add to 100% because of rounding error or missing data.
* Based on the result of the initial qualitative study, we classified “Church members who are health
professionals” as both local church and denominational need.
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ABSTRACT
This study explored the extent to which church members thought the assets they
might have to engage in HIV/AIDS prevention and control activities were important.
Eight hundred and thirty members from 83 Christian churches in Aba, Nigeria completed
a multi-item survey questionnaire designed to obtain information on the importance they
attached to church-based assets relevant to HIV/AIDS prevention and control. The rating
of importance of assets was on a scale of 1 to 5. Rating on the importance of assets was
highest in the spiritual asset category (mean = 4.20), followed by health education (4.02),
capacity building (4.01), social (3.62), and financial assets (3.54). Among the
denominational assets, free HIV/AIDS drug donation was rated higher (4.10) than other
assets in the subcategories. This study demonstrates the usefulness of ascertaining
members’ perspectives on the importance of church-based assets and provides a basis for
recommendation to health education administrators.
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HIV/AIDS is a global challenge, especially in sub Saharan Africa where more
than 70% of people living with HIV/AIDS reside (Ahn, Grimwood, Schwarzwald, &
Herman, 2003). Government alone cannot cope with the demands of HIV/AIDS
prevention and control. A multisectoral approach (Osotimehin, 2007) is, therefore,
required especially with churches as key players.
In Nigeria, mission health institutions, owned and operated by Christian
denominations provide about 40% of the health services (Christian Health Association of
Nigeria, 2004). Local articles and unpublished reports show that churches in Nigeria are
involved in HIV/AIDS prevention and control activities. For example, in 2004, the
Church of Nigeria (Anglican Communion) developed a national HIV/AIDS four- year
strategic plan (2004-2008). The aim was to increase awareness, behavior modification,
skills development, financial support/resource mobilization, spiritual support,
psychological and emotional support, and medical care and support (home based care,
palliative care, care of orphans, widows and the vulnerable). Others include voluntary
counseling and testing, networks and linkages, and training (leadership, coordination,
monitoring and evaluation, capacity building, and mobilization of funds) (The Church of
Nigeria, 2004). In 2004, Operation Blessing, a denominational group, with support from
the National Action Committee on AIDS organized a training-of-trainers workshop on
HIV/AIDS for rural pastors in Nigeria (Onwudiwe, 2004).
The health department of the Catholic Bishops Conference of Nigeria, in 2004,
directed all dioceses to establish church action committee on AIDS (Ahiara Diocese,
2007), and offered voluntary screenings to couples Umeora & Esike, 2005). Similarly,
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the Nigerian Baptist Convention promoted compulsory HIV testing for couples planning
to get married (Pan African News Agency, 2007).
In 2005, the Church of the Brethren General Board worked with their partners in
Nigeria to establish a strategic plan aimed at establishing a sustainable HIV/AIDS
prevention and control ministry (Krause & Krause, 2007). The Redeemed Christian
Church of God developed an HIV/AIDS prevention program using peer education,
interpersonal communication and counseling, spiritual counseling, drama, and HIV/AIDS
education modules in the church’s Bible college curriculum with the aim of “changing
risky behavior and advocating for those affected by the disease” (United States Agency
for International Development, 2007, p.l).
However, the need for government, development partners, and donor agencies to
increase support to churches and to enable them to increase action against the HIV/AIDS
problems (Ecumenical Institute of Bossey, 2006) requires an understanding of the degree
of importance church members attach to both local church and denominational assets.
Identifying associational or organizational capacities such as support groups, business
partners, infrastructure, communication services, music, peer educators, and role
modeling (McKnight & Kretzemann, 1996; Effa, 2006; Nwaorgu, 2006; Pinneh, 2006)
may enhance HIV/AIDS prevention and control strategies. The purpose of this study was
therefore to ascertain the extent to which church members thought the assets they might
have for HIV/AIDS prevention and control were important.
METHODS
This research used a cross-sectional design to obtain needed information, and was
conducted in two phases. First, a qualitative phase in which we gathered information on
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perceived needs and assets from forum focus groups. Second, a quantitative phase
(relevant to this paper) in which we developed a questionnaire using the information from
the forum focus group discussions.
Study population
The church pastor, priest, bishop or leader (as the case may be) of the 83 churches
in Aba, Nigeria who indicated a willingness to participate in the study signed a letter of
cooperative agreement and selected 10 representatives to respond to a multi-item
questionnaire. Each of the 830 participants signed a consent form and responded to a
survey questionnaire designed to elicit information on the extent to which they thought
the assets they had were important to engage in HIV/AIDS prevention and control
activities.
Study inclusion criteria
Only churches that indicated a willingness to participate in the study and met the
inclusion criteria - having operated in the area for five years or more, with a resident
pastor, church building and membership of 100 or more - were assessed.
Measures
The questionnaire constructed from the qualitative study had two types of
questions relevant to this paper:
1. Demographics and church characteristics. We obtained information on gender,
age, educational level, marital status, and name of denomination.
2. Perceived importance of assets. The list of 55 assets identified by churches
elicited two types of responses: (a) the extent to which church members thought
their local church as a whole believed the local assets they had were important in
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HIV/AIDS prevention and control activities; and (b) the extent to which they
thought their local church as a whole believed the denominational assets they had
were important in HIV/AIDS prevention and control activities. Responses were
rated on a scale of 1 representing Not at all important to 5 Extremely important.
Examples of assets are “Faith that God is able to heal those who have HIV/AIDS”
and “Church's HIV/AIDS action committee.”
Data analysis
Data from the survey was double entered and discrepancies resolved. Analyses
were carried out using SPSS 15. Data from the set of 10 respondents for a particular
church was aggregated to give the mean estimate of importance. This resulted in 83 sets
of scores, one per church.
Ethical consideration
The institutional review board (IRB) of Loma Linda University granted approval
for this study. Details regarding the purpose of the survey, description of procedures,
risks, and rights to withdraw at any time were discussed with the pastor, priest, or leader
by one of the investigators and field assistants. Informed consent was obtained directly
from the participants. Questions and concerns were addressed. Survey responses were
kept confidential.
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RESULTS
Respondents for this study included females (55%) and males (44%) aged 18-61
years. The majority of respondents had university education (46.7%), and were more
likely to be married (56%) than single (never married), separated, divorced, widowed or
remarried.
Denominational affiliations were as follows: 14.5% were Seventh-day Adventist
(SDA), 8.4% Presbyterian or Methodist; Catholic and Assemblies of God 7.2% each;
Redeemed Christian Church of God and Apostolic Christian Church Mission 6% each;
Anglican Church and The Church of Jesus Christ 4.8% each; and the Redeemed
Evangelical Mission, United Evangelical and Christ Ascension Churches 3.6% each.
Others were Living Word Ministries (Abundant Living), Faith Tabernacle Church,
Evangelical Church of West Africa (ECWA), Christian Pentecostal Mission (CPM), and
Church of Nigeria (Anglican Communion) 2.4% each; the Lord's Chosen Charismatic
Renewal, The Flaming Sword Ministry, Church of Christ, Living Faith Church (Winners
Chapel), Peculiar Pentecostal Church, Gospel Crusaders, The True Church of God, and
National Church 1.2% each.
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Perceived importance of local church assets for HIV/AIDS prevention and control
We categorized local church assets for HIV/AIDS prevention and control
activities into five core areas: spiritual, health education, capacity building, financial, and
social assets. The mean distribution of respondents' perceived importance of local church
assets is presented on Table 1.
1. Spiritual asset. In all of the five asset categories, the importance rating by
respondents was highest on faith that God is able to heal people living with AIDS
(PLWA).
2. Health education asset. The importance of general education about health for
members was highest in this category. Importance rating on HIV/AIDS
booklets/brochures was the same as in prayer for PLWA in the spiritual asset
category. Compared to all the other categories, the importance rating on barbers
shop for members was lowest.
3. Capacity building assets. Respondents' rating on the importance of
projector/DVD/VCD was higher compared to the highest rated assets within the
social and financial asset categories. The highest degree of importance in the
capacity building category is comparable to the highest rated asset within the
health education category.
4. Social assets. Respondents' rating on the importance of visitation was highest in
this category. The ratings on food and home outreach services were similar.
5. Financial assets. The importance rating on special offerings taken for HIV/AIDS
was higher than on financial support from non-members.
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* Table 1* Here
Perceived importance of denominational assets to HIV/AIDS prevention and control
We classified each of the denominational assets into one of the three
subcategories namely: Manpower, material/method, and money. Table 2 shows the mean
distribution of perceived importance of denominational assets to HIV/AIDS prevention
and control.
1. Material/method: The importance rating on free HIV/AIDS drug donation was
highest among the denominational assets; blood bank for members was least.
Ratings on the importance of testing kits, treatment center, and school were the
same, as well as the ratings on hospital and referral center.
2. Manpower. The rating on health professional church members was the highest in
this category, and second to the highest in all the subcategories.
3. Money. The rating on the importance of having an inter-denominational fund for
HIV/AIDS programs was greater than 3.
*Table 2* Here
DISCUSSION
It may not be enough to know that churches have to engage in HIV/AIDS
prevention and control. An assessment of the importance they attach to each of the assets
they have or have access to is very essential. In our study, local church assets for
HIV/AIDS prevention and control activities were categorized into five core areas:
spiritual, health education, capacity building, financial, and social. Of all the categories,
respondents’ importance rating on faith that God is able to heal PLWA (spiritual asset)
was highest. This finding would seem to relate with the general knowledge that churches
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provide spiritual support (Kelly, 2004) and donate a significant amount of time to
spiritual activities (Stockdale, Keeler, Duan, Derose, & Fox, 2000). However, the
importance rating on general education about health for members, as shown on Table 1
above, suggests the need for churches to extend HIV/AIDS prevention and control
beyond the traditional role of providing spiritual support.
Denominational assets may be important for church members but not accessible
to them. Our study revealed that church members rated free HIV/AIDS drug donations
and health professional church members as very important. Perhaps, church members
might be having the expectation that health professional church members can assume
leadership in coordinating HIV/AIDS prevention and control activities, including
mobilizing antiretroviral drugs for PLWA and other resources. Where assets identified as
important are lacking in a church, asset building (Mannes, Roehlkepartain, & Benson,
2005) plans coordinated by experts such as health professional church members may be a
necessary step.
Church resources for HIV/AIDS may be limited; hence the need to focus on
assets that are considered important by church members. Asset assessment may help
identify persons, physical structures, natural resources, institutions, businesses, or
informal organizations useful in sustaining church-based HIV/AIDS prevention and
control activities (Berkowitz & Wadud, 2006; Kretzemann & McKnight, 1993). With
decreased funding, one of the national challenges is the issue of scaling up HIV/AIDS
prevention, treatment and sustainability. Therefore, pooling assets of churches by
identifying, supporting and mobilizing hidden resources (Sharpe, Greaney, Lee, &
Royce, 2000), including the expertise of members (Potts, 2004), would help create a
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massive assembly of resources needed to enhance HIV/AIDS prevention and control
activities.
CONCLUSIONS
We have categorized local church assets for HIV/AIDS prevention and control
activities into spiritual, health education, capacity building, financial, social, and
denominational assets. Church members tend to have rated the spiritual and health
promotion asset categories highest suggesting that health education program
managers/administrators can effectively utilize spiritual assets deemed important by
members to plan and deliver cost-effective, relevant, culturally appropriate and
sustainable health promotion programs to underserved communities.
This study, however, was based on self-report. Responses, therefore, may likely
have reflected the opinion of individual members rather than the collective response of
the church as a corporate entity. To minimize these threats to validity, we clearly
explained the purpose of the study to the participants and stressed the need to see
themselves as representatives of their churches. Our study focused on importance of
assets in diverse churches and denominations located in the same geographic area.
However, further studies are needed to help explain the basis on which church members
attached more importance to specific church assets.
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Table 1: Mean distribution of importance of local church assets to HIV/AIDS
prevention activities
Spiritual asset
Faith that God is able to heal those who have HIV/AIDS
Compassion for those affected
Preaching on HIV/AIDS
Compassion for those infected
Prayer for people who have HIV/AIDS
Health education asset
General education about health for members
Members who are health professionals (doctors, nurses,
health workers)
HIV/AIDS education for members
HIV/AIDS posters
HIV/AIDS booklets/brochures
Transportation to health programs
Church's HIV/AIDS action committee
Barbing salon for members (barber shop)

N=830 Mean
4.20
826
814
4.03
3.90
826
3.77
816
3.66
826

Std.
Deviation
1.12
1.01
1.07
1.09
1.40

824

4.02

0.99

824
825
816
800
824
806
826

3.98
3.83
3.78
3.66
3.62
3.23
2.40

0.98
1.17
1.14
1.15
1.03
1.50
1.34

Capacity building asset
Projector/DVD/V CD
Youth ministry on HIV/AIDS
Trained HIV/AIDS counselors
Scholarship for orphans
Job placement opportunities for members affected by
HIV/AIDS
Men's ministry on HIV/AIDS
Women's ministry on HIV/AIDS
Church advocacy for people living with HIV/AIDS
Time for HIV/AIDS education during church services

821
799
824
828

4.01
3.81
3.79
3.79

1.20
1.01
1.14
1.18

806
827
827
798
821

3.69
3.67
3.62
3.40
2.91

1.08
1.03
1.06
1.26
1.25

Social asset
Visitation team for people who have HIV/AIDS
Visitation team for families affected with HIV/AIDS
Food and clothing for families affected by HIV/AIDS
Food and clothing for those who have HIV/AIDS
Home outreach services

823
823
825
826
824

3.62
3.61
3.37
3.36
3.33

1.00
1.15
1.28
1.14
1.41

Financial asset
Special offerings taken for HIV/AIDS
Financial support from non-members

825
825

3.54
3.28

1.21
1.19

The mean is on a scale where 1 means not at all important and 5 means extremely important. The
categories are ordered from highest mean level within the category to the lowest mean level within the
category.
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Table 2: Mean distribution of importance of denominational assets to HIV/AIDS
prevention activities
Std.
N=830 Mean Deviation
Materials/method
0.97
827 4.10
Free HIV/AIDS drug donation
0.93
829 4.07
An HIV/AIDS counseling centers
808 4.06
0.91
HIV testing centers
0.92
827 4.06
An orphanage
0.92
817 4.05
HIV/AIDS testing kits
824
4.05
0.93
HIV/AIDS treatment centers
0.88
828 4.05
School(s)
Training centre (to train members on HIV/AIDS
824 4.04
0.85
prevention)
0.94
818 4.03
Free drug donation for opportunistic Infections
0.90
815 4.00
Denominational support for HIV/AIDS research
783 3.99
0.96
Denominational HIV/AIDS policy
0.94
815 3.97
A clinic
0.96
827 3.96
An hospital
814 3.96
1.03
Referral centers
812 3.95
0.98
Zonal/district HIV/AIDS programs
0.86
828 3.90
Linkages with government
0.85
827 3.89
Linkages with treatment centers
0.98
795 3.87
HIV/AIDS rehabilitation centers
826 3.81
1.07
HIV/AIDS radio ministry
3.75
825
0.91
Linkages with private agencies
1.07
827 3.72
HIV/AIDS TV ministry
1.14
826 3.24
Linkages with other churches
1.21
819 3.09
Blood bank for members

Manpower
Members who are health professionals (doctors, nurses,
health worker)
HIV/AIDS leadership training for church members

824
825

4.08
3.98

0.76
0.81

Money
0.96
827 3.91
Inter-denominational fund for HIV/AIDS programs
The mean is on a scale where 1 means not at all important and 5 means extremely
important. The categories are ordered from highest mean level within the category to the
lowest mean level within the category.
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Abstract

We hypothesized that churches having smaller needs and greater assets would
have greater collective efficacy and engage in more HIV/AIDS prevention and control
activities. Estimates of their church’s needs, assets, collective efficacy, and activities
were made by 10 individuals at each of 81 Nigerian churches and their estimates
aggregated. After adjusting for age, gender, education, and length of membership of the
members the sum of church needs was positively related to collective efficacy while
assets and collective efficacy predicted activities (p<.01). Churches with members
having a university education and a longer length of church membership had lower
activity. The unexpected positive relationship between needs and collective efficacy in
this cross-sectional study could be the result of those with higher collective efficacy
having thought more about how to engage in HIV/AIDS prevention and control activities
and, thus, being more aware of their needs. Longitudinal research on this issue is needed
to tease out causal direction.

Key words: Need, asset, matching, collective efficacy, HIV/AIDS prevention, activities,
churches
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Application of the need and asset model
to church-based HIV/AIDS prevention and control
The HIV/AIDS Challenge
HIV/AIDS is a global problem, especially in Africa where more than 70% of
people living with HIV/AIDS resides (Ahn, Grimwood, Schwarzwald & Herman, 2003).
Government alone cannot cope with the demands of HIV/AIDS prevention and control.
Estimates put the number of HIV infected people in Nigeria at about 3.6 million, AIDS
deaths at 310,000 and AIDS Orphans at 1.8 million (CDC, 2006). The prevalence rate is
currently at 5.6% among adults 15-49 years old (UNAIDS, 2006). Antiretroviral drugs
remain accessible to less than 1% of those who need them (Peterson & Obileye, 2002).
Due to limited resources, there is inadequate care and support (CDC, 2006) for people
living with HIV/AIDS. A multisectoral approach (Osotimehin, 2006) is required
especially with churches as key players. However, increasing support to churches to
enable them to increase action against the HIV/AIDS problems (Ecumenical Institute of
Bossey, 2005, p. 1) requires an empirical inquiry into church needs, assets, and members’
capability to engage in HIV/AIDS prevention and control activities.
Church-based HIV/AIDS prevention and control
Churches have the “land, people, and history” (Simpson & King, 1999, p. 43) and
the capacity to reach a wide range of people (Lasater, Wells, Carleton, & Elder, 1986)
and to provide spiritual help (Kelly, 2004). Their “connectedness with others”
(Burkhardt, 1994) through relationships (Dyson, Cobb, & Forman, 1997), as well as
organizational capacities such as support groups, partnerships, infrastructure,
communication services, music, peer educators, and role modeling (McKnight &
84

Kretzmann, 1996; Effa, 2005; Nwaorgu, 2005; Pinneh, 2005) provides the basis for our
inquiry into the relationship between churches’ needs, assets, collective efficacy and
engagement in HIV/AIDS prevention and control activities.
The Need and asset model
The World Health organization (WHO) Asset for Health Development Program
(AHDP) emphasizes the need for “salutogenic health assets” (WHO, 2005) based on the
realization that as communities understand their health conditions, manage and give
meaning to their situations (Antonovsky, 1987) they may be more willing to use their
capacities (assets) to promote HIV/AIDS prevention and control. Merely focusing on
problems/needs without identifying existing resources (Sharpe, Greany, Lee, & Royce,
2000; Kretzmann & McKnight, 1993) and churches’ organizational capability to
effectively carry out prevention and control activities creates an implementation gap.
The concept of collective efficacy
The concept of collective efficacy is relatively new and it is concerned with
groups’ perceived capability to achieve a defined set of tasks (Bandura, 1986). Selfefficacy beliefs (Bandura, 1997) and behavioral control beliefs (Ajzen, 1991) are
different constructs from collective efficacy beliefs. However, self-efficacy and collective
efficacy “have similar sources, serve similar functions, and operate through similar
processes” (Bandura, 1997, p. 476). On the individual level, access to important
resources and opportunities increases perceived behavioral control (Ajzen, 1991); which
is basically equivalent to self-efficacy (Bandura, 1991). According to Bandura (2004, p.
146), “Perceived control in the theory of planned behavior overlaps with perceived selfefficacy”. Similarly, Ajzen (2002, p. 667) affirms that, “It can be seen that perceived
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behavioral control and self-efficacy are quite similar: Both are concerned with perceived
ability to perform a behavior (or sequence of behaviors)”.
Hypothesis and overview of studies
Figure 1 below illustrates our conceptual model. We hypothesize that if churches
have the assets they need, they would have an increased collective efficacy to engage in
HIV/AIDS activities. Collective efficacy would be the pathway leading church members
to engage in HIV/AIDS prevention activities if they have what they believe they need.
* Figure 1* Here
Methods
Participants
Eight hundred and thirty church members - 10 representatives from each of 83
churches -located in Aba, a major commercial center in Abia State, in the south east of
Nigeria responded to a structured self-administered questionnaire. Only representatives of
churches that had operated in the area for five years or more, and had a resident pastor, a
church building and membership of 100 or more were included in the study.
Procedure
The study was conducted in two phases. First, a qualitative phase in which we
gathered information on perceived needs and assets from forum focus groups. This
resulted in lists of 55 assets a church might need or might have for engaging in
HIV/AIDS program activities and a list of 55 such activities in which a church might
engage. Second, a quantitative phase (relevant to this paper) in which we developed a
questionnaire based on the information from the forum focus group discussions. We
utilized the self-administered pilot-tested questionnaire to obtain information from 830
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church members on (a) what a local church might need in order to engage in HIV/AIDS
activities; (b) assets that a local church might have or have access to in order to engage in
HIV/AIDS activities; (c) how confident church members felt that their local church,
working together as a whole, would be capable of performing a set of activities
(collective efficacy); and (d) current HIV/AIDS prevention and control activities. We
aggregated the estimates of the ten members from each church into single estimates of
needs and assets, collective efficacy, and activity for their church.
Questionnaire
The questionnaire had four sections as follows:
Demographics and church characteristics. Information on gender, age,
educational level, and length of church membership.
Perceived needs and assets. Two lists of 55 assets identified by church forum
focus groups elicited responses on assets a local church (a) might need or need access to
in order to engage in HIV/AIDS activities; and (b) have or have access to in order to
engage in HIV/AIDS activities. Examples of assets were “Time for HIV/AIDS education
during regular church service” and “HIV/AIDS Booklets/brochures.” Each list was
arranged in two groups: (a) local church assets and (b) denominational assets.
Collective efficacy. Individuals were asked to rate their confidence that “your
local church working together as a whole is capable of performing each” of 55 activities.
The ratings were on a scale of 0 -100 with 0-20 labeled as Cannot do at all, 30-60 as
Moderately can do and 70-100 as Highly can do (Bandura, 2006). Examples of activities
are “Allocate time for HIV/AIDS education during church services” and “Develop
HIV/AIDS booklets/brochures.”
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Current involvement in HIV/AIDS prevention and control activities. Finally,
individuals were asked to rate “the extent your local church is currently involved in
carrying out each of’ the 55 activities. Current involvement on each of the 55 HIV/AIDS
activities was rated on a scale 1 Not at all to 4 Extremely.
Data analysis
Given that each level of the factors measured in this study can have a different
linear effect on the value of the dependent variables, the unit of analysis was the church
(that is, church members nested within churches). Data from the survey was doubleentered and corrected for data entry errors and analyzed using SPSS 15.
Data from the set of 10 respondents for a particular church was aggregated to give
a percentage at each church who thought they needed a particular asset, the percentage
who thought they had the asset, the mean estimate of collective efficacy for each church,
and the mean degree of involvement in each HIV/AIDS activity. This resulted in 83 sets
of scores, one per church. Mean church member age and length of membership for each
church as well as percent males and percent with a university education were all
calculated. These four variables were intended to serve as controls. Two churches had to
be dropped because of missing data on more than 10% of the questions leaving data on
81 churches. Expectation maximization imputation was carried out on these using all
variables in the model per recommendations of Schafer and Graham (2002).
Next, sum of need and having assets were calculated across the 55 assets to obtain
a single need and a single asset score for each church. Mean collective efficacy and
activity were also calculated for each church across the 55 efficacy and activity items.
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Linear regression was used to test if the estimates of needs and assets predicted
collective efficacy and whether collective efficacy predicted HIV/AIDS activity. In order
to adjust for church-to-church variations, gender, age of participants, and length of
membership were controlled in the analysis.
Results
Respondents ’ demographics and church characteristics
Table 1 shows that there was a slight preponderance of males but both sexes, aged
18 and above, were fairly represented. Almost half of the respondents (46.7%) indicated
they had university education. Reported length of current church membership of five
years and above (75.1%) was highest among the respondents.
* Table 1* Here
Correlations of needs, assets, collective efficacy, and activity
Table 2 presents the correlations of needs, assets, collective efficacy, and activity.
The needs variable was positively related to collective efficacy. Activities engaged in
was related to both assets and collective efficacy. Unexpectedly, it appeared that as the
needs of church members increased their collective efficacy to engage in HIV/AIDS
prevention and control activities went up rather than down.
*Table 2* Here
Predicting collective efficacy
To assess association of collective efficacy with needs and assets we used two
models. In the first, we regressed collective efficacy on age, education, length of church
membership, and gender (the control variables). In the second, we added needs and
assets. The results of this analysis are shown in table 3. Model 1 shows that age,
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education, length of church membership, and gender did not predict collective efficacy.
When needs and assets were added to the equation (model 2), only need was related to
collective efficacy and the association was unexpectedly positive.
*Table 3* Here
Predicting activity
Table 4 shows the regression models with activity as the dependent variable. In
model 1, churches with older and better educated members had higher levels of estimated
current activities. Compared to other levels, church members who had a longer length of
church membership or had the highest education tend to have a lower estimate of activity.
In model 2, both assets and collective efficacy predicted activity when age, education,
length of membership, and gender were controlled. Churches with members who had
more education or who had been members for a longer period continued to have lower
estimated activity in this model.
*Table 4* Here
Discussion
Our theoretical perspective provides a conceptual model for understanding
churches’ needs and assets in relation to members’ capability to engage in HIV/AIDS
prevention and control activities. The major findings show the significant associations
between needs and collective efficacy, assets to activities, and collective efficacy to
activities. Previous studies on sense of collective efficacy indicated that perceived
collective efficacy of schools and neighborhoods is related to student learning outcomes
(Bandura, 2000), work group goal attainment (Goddard, Hoy, & Hoy, 2004), and reduced
occurrence of neighborhood violence (Sampson, Raudenbush, & Earls, 1997). However,
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contrary to our hypothesis, needs were positively, not negatively, related to collective
efficacy.
The unexpected positive relationship between needs and collective efficacy in this
cross-sectional study could be the result of those churches with higher collective efficacy
having members who had thought more about how to engage in HIV/AIDS prevention
and control activities and, thus, were more aware of their needs. Rather than collective
efficacy being the mediator between needs, assets and HIV/AIDS prevention and control
activities, a “pre-existing” sense of collective efficacy of members may have caused a
greater sense of need. According to Bandura (2000), efficacy beliefs are shaped by other
factors such as mastery experience, vicarious experience, affective state, and social
persuasion. Perhaps those churches with higher collective efficacy regarding HIV/AIDS
prevention and control activities also have members who have thought more about the
process of engaging in such activities and thus are more conscious of what they needed to
carry out the activities.
Having needed assets and a sense of collective efficacy tends to increase estimates
of activities. Churches with better educated and longer term members may have
estimated HIV activities lower than others. Possibly, well-educated church members and
those with longer length of membership may be unaware of HIV/AIDS activities taking
place in their churches. Perhaps, they may have considered such activities as something
pertinent only to the newer members and less educated ones. Furthermore, church
members who most recently joined the church for reasons related to needs along
HIV/AIDS lines are also most likely to be motivated to engage in activities. They may be
keenly aware that their church may not have all the needed assets despite the fact that
91

their church has high collective efficacy to engage in HIV/AIDS activities. However,
engaging members of all age groups and educational levels may be useful in increasing
HIV/AIDS prevention and control activities in the churches.
When we tested the extent of the relationship of needs, assets, and collective
efficacy with activity, collective efficacy seemed to relate to activities independently of
assets. Church members who developed collective efficacy to engage in HIV/AIDS
activities may have tried doing them. The positive correlation between collective efficacy
and activity seems to provide an explanation for this.
Conclusions
In this paper, we argue that a sense of capability may cause individuals to try
activities and thus become more familiar with what their churches need to carry out the
activities. Our findings show the significant associations between needs and collective
efficacy, assets to activities, and collective efficacy to activities. Longitudinal research is
needed to tease out causal direction of the unexpected positive relationship between
needs and collective efficacy in this cross-sectional study.
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Table 1: Percentage distribution of respondents by gender, age, educational level,
marital status, and length of current membership
Percentage (%)
N=830
Respondents’ demographics
Gender
44.6
370
Male
55.4
460
Female
Age (in years)
18-21
22-25
26-30
31-40
41-50
51 +
Educational level
Primary
Secondary
University
Other (Nursing and midwifery education and
trade school)

Length of current church membership (in years)
Less than one year
1-2
3-4
5 and above

97

48
190
171
206
155
60

5.8
22.9
20.6
24.8
18.7
7.2

34
305
388
100

4.1
36.7
46.7
12.0

12
75
120
632

1.4
9.0
14.5
75.1

Table 2: Correlations of church needs, assets, collective efficacy, and activity (N= 81
churches).
Collective
Needs
Assets

Collective efficacy

Activity

*p

Assets

efficacy

Pearson Correlation

.061

Sig. (2-tailed)

.589

Pearson Correlation

.552(**)

-.037

Sig. (2-tailed)

.000

.740

Pearson Correlation

.109

.324(**)

.257(*)

Sig. (2-tailed)

.333

.003

.020

< .05, **/? < .01

Note: The scores of members of a particular church were aggregated across the church to
form estimates of the needs, assets, collective efficacy, and activity at each of the 81
churches.
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Table 3: Regression of collective efficacy on needs and assets controlling for age,
education, length of membership, and gender

Beta
-0.113

t
-0.884

Sig.
0.380

95% Confidence
Interval for Beta
Upper
Lower
bound
bound
0.141
-0.367

-0.094

-0.705

0.483

-0.358

0.171

-0.009

-0.064

0.949

-0.283

0.265

0.074

0.566

0.573

-0.186

0.333

-0.168

-1.588

0.117

-0.378

0.043

-0.035

-0.321

0.749

-0.255

0.184

-0.150

-1.310

0.194

-0.378

0.078

0.201
0.625
-0.070

1.852
6.379
-0.737

0.068
0.000*
0.463

-0.015
0.429
-0.261

0.416
0.820
0.120

Standardized
Coefficients
Model
1
Mean age
University
education
Length of church
membership
% Male
2

Mean age
University
education
Length of church
membership
% Male
Sum of needs
Sum of assets

*/? < .05
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Table 4: Regression of activity on needs, assets, and collective efficacy controlling for
age, education, length of membership, and gender
95% Confidence
Standardized
Interval for Beta
Coefficients
Lower
Upper
t
Sig.
bound
bound
Model
Beta
0.282
0.608 -0.166
0.516
1
Mean age
0.058
-0.142
-3.201 0.002* -0.608
University education
-0.375
Length of church
-4.504 0.000* -0.788
-0.305
-0.546
membership
0.228 -0.089
0.368
0.140
1.216
% Male
2

Mean age
University education
Length of church
membership
% Male
Sum of needs
Sum of assets
Sum of collective
efficacy

0.025
-0.286

0.238
-2.595

0.813
0.011*

-0.188
-0.506

0.239
-0.066

-0.507

-4.379

0.000*

-0.738

-0.276

0.086
0.025
0.302

0.781
0.203
3.153

0.437

0.839
0.002*

-0.134
-0.218
0.111

0.307
0.267
0.492

0.234

2.020

0.047*

0.003

0.466

*p < .05
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Figure 1. Model showing how needs and assets through acting on collective efficacy
might increase HIV/AIDS activities
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CHAPTER 7
CONCLUSIONS

A. Summary and Implications of Findings
Using cross sectional qualitative and quantitative sampling procedures, we
investigated first, what a local church might need or need access to from its denomination
in order to engage in HIV/AIDS activities, and assets that a local church might need to
have or have access to from its denomination in order to engage in HIV/AIDS activities.
Second, we ascertained the degree of importance church members attached to each local
church and denominational assets. Third, we examined whether churches with members
who believe they have needs and assets have higher collective efficacy and engaged in
HIV/AIDS prevention and control activities.
The demographic data in this study showed that church members have had a
reasonable length of church membership. They were males and females aged 18 years
and above, with primary, secondary, university, or vocational education, and were more
likely to be married than single (never married), separated, divorced, widowed or
remarried. The reported number of pastors/priests, members, services per week, and
church board members showed that the churches were well established.
1. Perceived church needs and assets for HIV/AIDS prevention and control
In general, church members’ greatest needs seem to fall in the health promotion
and spiritual needs categories. This suggests the need for a possible integration of health
promotion programs into the traditional church agenda. At a recent dialogue between
churches, ecumenical and church-related organizations in Africa, participants emphasized
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the need for commitment to HIV/AIDS education and training (World Council of
Churches, 2007).
On the assets a local church might need from its denomination, the highest
percentage of the respondents (89.9%) said they needed church members who are health
professionals. Perhaps, this cream of professionals might be helpful in initiating,
implementing, and effectively coordinating HIV/AIDS prevention and control activities
at local as well as denominational levels.
It appears that the assets churches said they needed changed from health
promotion and spiritual to spiritual and health promotion asset when it came to what they
thought they had. Church members’ greatest assets seem to fall in the spiritual and health
promotion categories, suggesting that spiritual assets can be the connecting point to
addressing health promotion needs. Traditionally, churches have the capacity to provide
spiritual support (Kelly, 2004), implying a need for health promotion managers to
consider effective ways of integrating health promotion needs into the spiritual programs
of the church. A successful implementation of the integration process may require
retraining and reorientation of church members who are health professionals on health
promotion strategies in order to provide them with the skills they might need to engage
church members in HIV/AIDS prevention and control activities.
2. Perceived Importance of Church Assets
Church members’ importance rating was highest in the spiritual and health
promotion asset categories when compared to capacity building, social, and financial
asset categories. This result indicates that church members seem to attach more
importance to the assets that they think they have (spiritual support) than other assets.
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The trend of our results suggests that church members tend to adhere to their traditional
spiritual heritage, implying that their engagement in HIV/AIDS prevention and control
activities may depend largely on the willingness of health promotion practitioners to help
integrate health promotion needs into church programs without compromising the beliefs
of the church members. This may require reorientation of health promotion professionals
on the belief system of the various denominations.
Within the denominational assets, free HIV/AIDS drug donations was rated
highest suggesting that church members may expect denominational leaders to link up
with health professional church members, government, private agencies, individuals, and
other churches to help those suffering from HIV/AIDS.
3. Association Between Needs, Assets, Collective Efficacy, and HIV/AIDS
Activities
Our theoretical perspective provided a conceptual model for understanding
churches’ needs and assets in relation to members’ capability to engage in HIV/AIDS
prevention and control activities. The major findings show the significant associations
between needs and collective efficacy, assets to activities, and collective efficacy to
activities. Previous studies on sense of collective efficacy indicated that perceived
collective efficacy of schools and neighborhoods is related to student learning outcomes
(Bandura, 2000), work group goal attainment (Goddard, Hoy, & Hoy, 2004), and reduced
occurrence of neighborhood violence (Sampson, Raudenbush, & Earls, 1997). However,
contrary to our hypothesis, needs were positively, not negatively, related to collective
efficacy.
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Rather than collective efficacy being the mediator between needs, assets and
HIV/AIDS prevention and control activities, a “pre-existing” sense of collective efficacy
of members may have caused a greater sense of need. The fact that other factors such as
mastery experience, vicarious experience, affective state, and social persuasion shape
efficacy beliefs (Bandura, 2000) may help explain this result.
B. Future Research
Our study focused on assets that church members said they needed or had. More
research is needed to help understand what they know about each of the assets and
whether they think it is something they would like to use to improve other health
outcomes.
Factor analyses of the needs, assets, importance, collective efficacy, and activity
are needed to gain a better insight into how the data group together and how the grouped
variables relate to each other. Furthermore, studies on how church characteristics relate to
activities are needed. For example, it might be revealing to explore how the Catholic
Church relates to HIV/AIDS activities compared to Pentecostal, Evangelical, and main
line Protestants; controlling for church size and other relevant church characteristics.
We concentrated on needs and assets useful for HIV/AIDS prevention and
control. Further research is needed to explain needs and assets that are peculiar to other
aspects of health promotion and education, as well as the nature of needs and assets
within and between social networks.
In our study, there were assets that church members said they needed, but may not
have indicated that they had them. It may be useful, therefore, to study the extent to
which churches share health resources within and outside their denominations, and to
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examine short, medium, and long term asset building plans by churches (on incremental
basis).
Church members said they needed more health professional church members. For
future mapping, we suggest the inclusion of intervention programs focusing on asset
building such as workshops, seminars, and educational training with a strong evaluation
component.
Information on ways in which churches that engaged in more activities differed
from churches that did not engage is also needed. It might be useful to know which
individual assets best predict total activity. It might show in a more objective fashion
which assets are important to concentrate on when planning programs or activities.
In our study, those who had higher collective efficacy regarding HIV/AIDS
prevention and control activities may have also thought more about the process of
engaging in HIV/AIDS activities and thus more conscious of what they needed to carry
out the activities. Longitudinal research on this issue is needed to tease out causal
direction of the unexpected positive relationship between needs and collective efficacy in
this cross-sectional study.
C. Limitations
This study used the mixed method approach (qualitative and quantitative data),
and focused on both perceived needs and assets in diverse churches and denominations
located in the same geographic area. The study was based on self-report of what assets
members thought their churches needed and had for HIV/AIDS prevention and control.
Responses, therefore, may likely reflect the opinion of individual members rather than the
collective response of the church as a corporate entity. Participants may have tried to look
106

good by over reporting assets their churches needed and had for HIV/AIDS prevention
and control activities. To minimize these threats to validity, we clearly explained the
purpose of the study to the participants. They were encouraged to see themselves as
representatives of their various churches and not just as individuals.
Members who participated in the forum focus group discussion (FFGD) may have
been among those selected by their churches to respond to the survey questions. The
carry-over effect of the FFGD may have biased their responses. They may have been
tempted to include, on the questionnaire, the needs and/or assets mentioned during the
forum, even if they did not have them. However, on the survey, participating church
members and leaders were asked to indicate whether they had participated in the FFGD
to see how these people differed from the others.
Heads of churches were responsible for deciding who represented their churches
in the survey, therefore relationship issues among leaders and members may have
influenced their selection. For example, individuals who did not always support the
views of the leaders and were more likely to give objective responses may not have been
selected to participate.
The variability of support or help offered by the field assistants to the study
participants may have yielded anomalous or inconsistent responses that may have biased
the findings of this study. The training offered to the field assistants would have helped to
alleviate this.
Problems associated with travel between churches included car breakdown and
heavy traffic (since this was in a commercial city) which led to cancellation and
rescheduling of prearranged meetings. Difficulty in getting new appointments led to loss
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of time-sensitive information from the affected churches or members. The period of the
survey coincided with national elections and holidays and made contacts quite difficult.
Missed appointments meant missed data, which may have affected the result of this
study.
D. Strengths
Despite the overall limitations, this study demonstrated the usefulness of
identifying and isolating church’s needs and assets for HIV/AIDS prevention and control
from the wider community needs and resources. Other major strengths include the theory
based data collection strategy and a large data set from 83 different churches, comprising
of 25 different denominations. Probably, this study is the broadest church-based study of
HIV/AIDS activities ever to have taken place in Nigeria, perhaps in the whole of Africa.
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APPENDIX A: SURVEY QUESTIONNAIRE

Survey Questionnaire on Needs and Assets
Dear Participant:
Tfiis questionnaire is intended to help us learn from you what your church may need and the resources they
may have to run successful HIV/AIDS prevention and control programs. We would like to know what you
think about your church in this regard. The questions will take about 30-45 minutes to complete. The
information you provide will be used to develop programs with churches in the future. All of the information
you provide will remain strictly confidential. Thank you for your participation in this study.
Section A: Information about you (Please check the box [ | that best describes you).
1. Are you Male or Female? Male[ ]
Female [ ]
2. What is your age in years?

18-21 [ ]
41 - 50 [ ]

22 - 25 [ ]
51 - 60 [ ]

26 - 30 [ ]
61+[ ]

31 -40[ ]

3. What is the highest level of education you have completed?
Primary school [ ]
Secondary school [ ]
University education f ]
Other (please specify) [ ]
4. What is your marital status? Single, Never Married [ ]
Divorced [ ]

Married [ ]
Widowed [ ]

5. How long have you been a member of your current church?
Less than one year [ ]
3-4 years [ ]
1-2 years [ ]

Separated [ ]
Remarried [ ]
5 years and above [ ]

Section B: Information about your church
1. What is the name of your church?
2. What is the address of your church?
3. Who is the Church’s contact person?
4. In your church, how many pastors/priests do you have?
5. How many members do you have?
6. How many church services do you usually hold every week?
7. Does your church have a paid secretary? Yes [ ]

No [ )

8. Does your church have a church board? Yes [ ]

No [ ]

9. If your church has a church board how many people are on this church board?
10. Did you participate in the forum focus group discussion on what assets churches might need for HIV/AIDS held
in April this year? Yes [ ]
No [ ]
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Section Cl: Below is a table showing what a local church might need or need access to in order to engage in HFV/AIDS
programmes. For each of the items listed, circle 1 for “Yes” if your local church would need it or 2 for “No” if your
local church would not need it to engage in HIV/AIDS programmes, or 3 if you Don’t know,
Don’t
Don’t
What vour local church might need
Yes No Know
What your local church might need Yes No
Know
1. Church members to advocate for
1
2
3
1
2
19. Trained HIV/AIDS counselors
3
people living with HIV/AIDS
1
2
3
20. Members who are health
2
2. Time for HFV/AIDS education
1
3
professionals (doctors, nurses,
during regular church service
health workers)
3. Barbing salon for members

1

2

3

4. HIV/AIDS Booklets/brochures

1

2

3

5. Faith that God is able to heal
people with HIV/AIDS
6. Special offerings taken up for
HIV/AIDS programmes from
church members

1

2

3

21. Job placement for HIV/AIDS
affected families

1

2

3

22. Scholarship for orphans

1

2

3

23. HFV/AIDS posters

1

2

3

24. Transportation to health
programmes

1

2

3

1

2

3

7. Financial support from non
members

2

3

2

3

25. Visitation teams for people who
have HFV/AIDS

1

1

8. Food & clothing for those who
have HIV/AIDS

2

3

2

3

26. Visitation teams for families
affected by HIV/AIDS

1

1

2

3

1

2

3

27. Women’s ministry on
HFV/AIDS

1

9. Food & clothing for families
affected by HIV/AIDS

28. Men’s ministry on HIV/AIDS

1

2

3

10. General education about health
for church members

1

2

3

29. Youth ministry on HFV/AIDS

1

2

3

11. HIV/AIDS education for
members

1

2

3

12. Church HFV/AIDS action
committee

1

2

3

1

2

3

13. Home outreach services

1

2

3

1

2

3

14. Compassion for those infected

1

2

3

15. Compassion for those affected

1

2

3

16. Projector/DVD/VCD

1

2

3

17. Preaching on HIV/AIDS

1

2

3

18. Prayer for those who have
HFV/AIDS

1

2

3

30. Any other (Specify) [ ]:
a.

b.
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Section C2: Below is a table showing what a local church might need or need access to from its denomination in
order to engage in HIV/AIDS programmes. For each of the items listed, circle 1 for “Yes” if your local church
would need it or 2 for “No” ifyour local church would not need it to engage HIV/AIDS programmes, or 3 if you
Don’t know.
Don’t
Don’t
What your local church might need
What your local church might
Yes No Know
Yes No Know
from your denomination
need from your denomination
1. An hospital

1

2

3

2. A clinic

1

2

3

2

3

2

3

3. School(s)

21. Denominational HIV/AIDS
policy

1

2

3

22. Linkages with treatment centres

1

2

3

1

2

3

1

2

3

1

2

3

1

2

3

23. Linkages with government
4. Inter-denominational fund for
HIV/AIDS programmes
5. Free HIV/AIDS drug donation

1

1

2

24. Linkages with other churches
25. Linkages with private agencies

3

6. Free drug donations for
Opportunistic infections

1

2

3

26. Zonal/district HIV/AIDS
programmes

7. An HIV/AIDS counseling centre

1

2

3

27. Any other (Specify) [ ]:

8. HIV testing centres

1

2

3

a.

1

2

3

9. HIV/AIDS treatment centres

1

2

3

10. Referral centres

1

2

3

b.

1

2

3

11. HIV/AIDS rehabilitation centres

1

2

3

12. HIV/AIDS Testing kits

1

2

3

13. Participation in HIV/ATDS
research

1

2

3

14. Blood bank for members

1

2

3

1

2

3

16. HIV/AIDS TV ministry

1

2

3

17. HIV/AIDS radio ministry

1

2

3

18. Training centre (to train members
on HIV/AIDS prevention)

1

2

3

1

2

3

1

2

3

15. An orphanage

19. Members who are health
professionals (doctors, nurses,
health workers)
20. HIV/AIDS leadership training for
church members
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Section Dl: Below is a table showing assets that a local church might need to have or have access to in order to
engage in HIV/AIDS programmes. For each of the assets listed, circle 1 for “Yes” if your local church has or has
access to the asset or 2 for “No” if your local church does not have it, or 3 if you Don’t know,
Don’t
Assets your local church might
Don’t
Assets your local church might
Yes No Know
Know
Yes No
have
have
1. Members to advocate for people
living with HIV/AIDS

1

2

3

2. Time for HIV/AIDS education
during regular church service

1

2

3

3. Barbing salon for members

1

2

3

4. HIV/AIDS Booklets,'brochures

1

2

3

5. Faith that God is able to heal
people living with HIV/AIDS

1

2

18. prayer for those who have
HIV/AIDS

1

2

3

19. Trained HIV/AIDS counselors

1

2

3

1

2

3

21. Job placement for HIV/AIDS
affected families

1

2

3

22. Scholarship for orphans

1

2

3

20. Members who are health
professionals (doctors, nurses,
health workers)

3

6. Special offerings taken up for
HIV/AIDS programmes

1

2

3

23. HIV/AIDS posters

1

2

3

7. Financial support from nonmembers

1

2

3

24. Transportation to health
programmes

1

2

3

8. Food & clothing for those who
have HIV/AIDS

1

2

3

25. Visitation teams for people
who have HIV/AIDS

1

2

3

9. Food & clothing for families
affected by HIV/AIDS

1

2

3

26. Visitation teams for families
affected by HIV/AIDS

1

2

3

10. HIV/AIDS education for
members

1

2

3

27. Women’s ministry on
IIIV/AIDS

1

2

3

11. General education about health
for church members

1

2

3

1

2

3

1

2

3

12. Church HIV/AIDS action
committee

1

2

3

13. Home outreach services

1

2

3

a.

1

2

3

14. Compassion for those infected

1

2

3

1

2

3

b.

1

2

3

28. Men’s ministry on HIV/AIDS
29. Youth ministry on HIV/AIDS

15. Compassion for those affected

30. Any other (Specify) [ ]:

16. Projector/DVD/VCD

1

2

3

17. Preaching on HIV/AIDS

1

2

3
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Section D2: Below is a table showing denominational assets that a local church might have access to in order to
engage in HIV/AIDS programmes. For each of the assets listed, circle 1 for “Yes” if your denomination has or has
access to the asset or 2 for “No” if your denomination does not have it or 3 if you Don’t know.
Don’t
Don’t
Denominational assets your local
Denominational assets your local
Yes No Know
Yes No Know
church has access to
church has access to
2
1
3
1. An hospital
21. Denominational HIV/AIDS
1
2
3
policy
1
2
3
2. A clinic
1
2
3
22. Linkage with treatment centres
1
2
3
3. School(s)
1 i 2
3
23. Linkages with government
4. Inter-denominational fund for
1
2
3
1
2
3
HIV/AIDS programmes
24. Linkages with other churches
25. Linkages with private agencies

1

2

3

3

26. Zonal/district HIV/AIDS
programmes

1

2

3

2

3

27. Any other (Specify) [ ]:

1

2

3

a.

1

2

3

9. HIV/AIDS treatment centres

1

2

3

10. Referral centres

1

2

3

b.

1

2

3

11. HIV/AIDS rehabilitation centres

1

2

3

12. HIV/AIDS Testing kits

1

2

3

13. Participation in HIV/AIDS
research

1

2

3

14. Blood bank for members

1

2

3

1

2

3

5. Free HIV/AIDS drag donation

1

2

3

6. Free dnig donation for
Opportunistic infections

1

2

7. An HIV/AIDS counseling centre

1

8. HIV testing centres

15. An orphanage
16. HIV/AIDS TV ministry

1

2

3

17. HIV/AIDS radio ministry

1

2

3

18. Training centre (to train members
on HIV/AIDS prevention)

1

2

3

19. Members who are health
professionals (doctors, nurses,
health worker)

1

2

3

20. HIV/AIDS leadership training for
church members

1

2
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Section El: Please rate how important your local church membership as a whole believes each of the assets listed
below is if your local church were to engage in HIV/AIDS programmes. Circle one number for each asset. Please
give your frank opinions.
Level of Importance to local church HIV/AIDS program
Not at all Not very Somewhat Highly Extremely
3
4
5
Local Church Asset
1
2
4
1. Church advocacy for people living with HIV/AIDS
1
2
5
3
2. Time for HIV/AIDS education during church
services

1

2

3

4

5

3. Barbing salon for members

1

2

3

4

5

4. HIV/AIDS booklets/brochures

1

2

3

4

5

5. Faith that God is able to heal those who have
HIV/AIDS

1

2

3

4

5

6. Special offerings taken for HIV/AIDS

1

2

3

4

5

7. Financial support from non-members

1

2

3

4

5

8. Food and clothing for those who have HIV/AIDS

1

2

3

4

5

9. Food and clothing for families affected by
HIV/AIDS

1

2

3

4

5

10. General education about health for members

1

2

3

4

5

11. HIV/AIDS education for members

1

2

3

4

5

12. Church’s HIV/AIDS action committee

1

2

3

4

5

13. Home outreach services

1

2

3

4

5

14. Compassion for those infected

1

2

3

4

5

15. Compassion for those affected

1

2

3

4

5

16. Projector/DVD/VCD

1

2

3

4

5

17. Preaching on HIV/AIDS

1

2

3

4

5

18. Prayer for people who have HIV/AIDS

1

2

3

4

5

19. Trained HIV/AIDS counselors

1

2

3

4

5

20. Members who are health professionals (doctors,
nurses, health workers)

1

2

3

4

5

21. Job placement opportunities for members affected
by HIV/AIDS

1

2

3

4

5

6
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Section El (Contd.): Please rate how important your local church membership as a whole believes each of the
assets listed below is if your local church were to engage in HIV/AIDS programmes. Circle one number for each
asset. Please give your frank opinions.____________________________________________________________
Level of Importance to local church IIIV/AIDS program
Not at all Not very Somewhat Highly Extremely
Local Church Asset
2
1
4
3
5
22. Scholarship for orphans
1
2
3
4
5
23. HIV/AIDS posters

1

2

3

4

5

24. Transportation to health programmes

1

2

3

4

5

25. Visitation team for people who have HIV/AIDS

1

2

3

4

5

26. Visitation team for families affected with
HIV/AIDS

1

2

3

4

5

27. Women’s ministry on HIV/AIDS

1

2

3

4

5

28. Men’s ministry on HIV/AIDS

1

2

3

4

5

29. Youth ministry on HIV/AIDS

1

2

3

4

5

30. Any other (Specify) [ ]:
a.

1

2

3

4

5

1

2

3

4

5

b.
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Section E2: Please rate how important your local church membership as a whole believes each of the
denominational assets listed below is if your local church were to engage in HIV/AIDS programmes. Circle one
number for each asset. Please give your frank opinions._______________________________________________
Level of Importance to local church HIV/AIDS program
Not at all Not very Somewhat Highly Extremely
Denominational Asset
1
2
3
4
5
1. An hospital
I
2
4
5
3
2. A clinic

1

2

3

4

5

3. School(s)

1

2

3

4

5

4. Inter-denominational fund for HIV/AIDS
programmes

1

2

3

4

5

5. Free HIV/AIDS drug donation

1

2

3

4

5

6. Free drug donation for opportunistic Infections

1

2

3

4

5

7. An HIV/AIDS counseling centres

1

2

3

4

5

8. HIV testing centres

1

2

3

4

5

9. HIV/AIDS treatment centres

1

2

3

4

5

10. Referral centres

1

2

3

4

5

11. HIV/AIDS rehabilitation centres

1

2

3

4

5

12. HIV/AIDS testing kits

1

2

3

4

5

13. Denominational support for HIV/AIDS research

1

2

3

4

5

14. Blood bank for members

1

2

3

4

5

15. An orphanage

1

2

3

4

5

16. HIV/AIDS TV ministry

1

2

3

4

5

17. HIV/AIDS radio ministry

1

2

3

4

5

18. Training centre (to train members on HIV/AIDS
prevention)

1

2

3

4

5

19. Members who are health professionals (doctors,
nurses, health worker)

1

2

3

4

5

20. HIV/AIDS leadership training for church members

1

2

3

4

5

21. Denominational HIV/AIDS policy

1

2

3

4

5
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Section E2 (Contd.): Please rate how important your local church membership as a whole believes each of the
denominational assets listed below is if your local church were to engage in HIV/AIDS programmes. Circle one
number for each asset. Please give your frank opinions._____________________________________________
Level of Importance to local church H1V/A1DS program
Denominational Asset
Not at all
Not very Somewhat Highly Extremely
1
1

2
2

3
3

4
4

5

22. Linkages with treatment centres
23. Linkages with government

1

2

3

4

5

24. Linkages with other churches

1

2

3

4

5

25. Linkages with private agencies

1

2

3

4

5

26. Zonal/district HIV/AIDS programs

1

2

3

4

5

a.

1

2

3

4

5

b.

1

2

3

4

5

5

27. Any other (Specify) [ ]:

9
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Section F: A number of activities that might be part of an HIV/AIDS program are listed below. Please rate how
certain you are that your local church, working together as a whole, is capable of performing each of the
following activities. Please give your frank opinions.
Rate your degree of confidence that your local church can do the activity by recording a number 0 to ] 00 on the line
provided using the scale below:
0
10
20
30
40
50
60
70
80
90
100
Cannot do at all
Moderately can do
Highly certain can do
HIV/AIDS Activities

Confidence
(0-100)

HIV/AIDS Activities

Confidence
(0-100)

1. Advocate for people living
with HIV/AIDS

14. Use projector/DVD/VCD for
health programmes

2. Allocate time for HIV/AIDS
education during church
services

15. Preach sermons on HIV/AIDS
16. Pray for people who have
HIV/AIDS that they might be
healed

3. Provide barbing salon for
members

17. Support training of members as
HIV/AIDS counselors

4. Develop HIV/AIDS
booklets/brochures

18. Support members who are health
professionals (doctors, nurses,
health worker) to develop
HIV/AIDS programmes

5. Provide prayer support for
people who have HIV/AIDS
to develop faith in God
6. Call for special offerings
taken up for HIV/AIDS
programmes

19. Create job opportunities for
HIV/AIDS affected families
20. Provide scholarship for oiphans

7. Call for financial support
from non-members

21. Develop HIV/AIDS posters

8. Provide food & clothing for
those who have HIV/AIDS

22. Help provide transportation to
health programmes

9. Provide food & clothing for
families affected by
HIV/AIDS

23. Organize visitation teams for
people who have HIV/AIDS
24. Organize visitation teams for
families affected by HIV/AIDS

10. Organize general education
about health for members

25. Provide support for women’s
ministry on HIV/AIDS

11. Engage in HIV/AIDS
education for members

26. Provide support for men’s
ministry on HIV/AIDS

12. Organize an HIV/AIDS
action committee

27. Provide support for youth ministry
on HIV/AIDS
v- ' • . -v

13. Organize home outreach
services
10
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Section F (Contd.): A number of activities that might be part of an HIV/AIDS program are listed below. Please rate
how certain you are that your local church, working together as a whole, is capable of performing each of the
following activities. Please give your frank opinions.
Rate your degree of confidence by recording a number 0 to 100 on the line provided using the scale below:
0
10
20
30
40 ' 50
60
70
80
90
100
Cannot do at all
Moderately can do
Highly certain can do
HIV/AIDS Activities
Confidence
HIV/AIDS Activities
Confidence
(0-100)
(0-100)
28. Help carry out HIV/AIDS
42. Support participation in
programmes in hospitals
HIV/AIDS research
29. Help cany out HIV/AIDS
programmes in clinics

43. Support blood bank for members
44. Support orphanage

30. Help cany out HIV/AIDS
programmes in schools

45. Help carry out HIV/AIDS TV
ministry

31. Contribute to inter
denominational HIV/AIDS
programmes

46. Help cany out HIV/AIDS radio
ministry

32. Help provide free HIV/AIDS
drugs to members who have
HIV/AIDS

47. Support a denominational training
centre for HIV/AIDS prevention
48. Support members who are health
professionals to develop
HIV/AIDS programmes

33. Help provide free drugs for
opportunistic infections
34. Support denominational
HIV/AIDS counseling
centres

49. Support HIV/AIDS leadership
training for members
50. Develop or support
denominational HIV/AIDS policy

35. Support denominational
HIV/AIDS testing centres

51. Form linkage with government to
assist people who have HIV/AIDS
and their families

36. Support denominational
HIV/AIDS treatment centres
37. Support denominational
HIV/AIDS referral centres

52. Form linkage with other churches
to assist people who have
HIV/AIDS and their families

38. Support denominational
HIV/AIDS rehabilitation
centres

53. Form linkage with private
agencies to assist people who have
HIV/AIDS and their families

39. Help provide HIV/AIDS
testing kits

54. Form linkage with treatment
centers to assist people who have
HIV/AIDS and their families

40. Help promote HIV/AIDS
counseling

55. Help organize zonal/district
HIV/AIDS. programmes

41. Help promote HIV/AIDS
testing

rd
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Section G: Below is a list of activities on HIV/AIDS. Please tell us to what extent your local church is currently
involved in carrying out each of these activities. Circle one number for each program/activity. Please give your frank
opinions.
Level of Current Involvement in HI V/AIDS Activity
Not at all
Extremely
Somewhat
Highly
Activities
1
2
3
4
1. Advocating for people living with HIV/AIDS
1
2
4
3
2. Allocating time for HIV/AIDS education during church
services

1

2

3

4

3. Providing barbing salon for members

1

2

3

4

4. Developing HIV/AIDS booklets/brochures

1

2

3

4

5. Providing praying support for people who have
HIV/AIDS to develop faith in God

1

2

3

4

6. Calling for special offerings taken up for HIV/AIDS
programmes

1

2

3

4

7. Calling for financial support from non-members

1

2

3

4

8. Providing food & clothing for those who have
HIV/AIDS

1

2

3

4

9. Providing food & clothing for people affected by
HIV/AIDS

1

2

3

4

10. Organizing general education about health for members

1

2

3

4

11. Engaging in HIV/AIDS education for members

1

2

3

4

12. Organizing Church’s HIV/AIDS action committee

1

2

3

4

13. Organizing home outreach services

1

2

3

4

14. Using projector/DVD/VCD for health programmes

1

2

3

4

15. Preaching sermons on HIV/AIDS

1

2

3

4

16. Praying for people who have HIV/AIDS that they might
be healed

1

2

3

4

17. Supporting training of members as HIV/AIDS
counselors

1

2

3

4

18. Supporting members who are health professionals to
develop HIV/AIDS programmes

1

2

3

4

19. Creating job opportunities for HIV/AIDS affected
families

1

2

3

4

12
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Section G (Contd.): Below is a list of activities on HIV/AIDS. Please tell us to what extent your local church is
currently involved in carrying out each of these activities. Circle one number for each program/activity. Please give
your frank opinions._______________ ______________________________________________________________
Level of Current Involvement in HIV/AIDS
Activity
Not at all Somewhat Highly Extremely
2
4
Activities
1
3
4
20. Providing scholarship for orphans
1
2
3
21. Developing HIV/AIDS posters

1

2

3

4

22. Providing transportation to health programmes

1

2

3

4

23. Organizing visitation teams for those who have HIV/AIDS

1

2

3

4

24. Organizing visitation teams for those affected by HIV/AIDS

1

2

3

4

25. Providing support for women’s ministry on HIV/AIDS

1

2

3

4

26. Providing support for men’s ministry on HIV/AIDS

1

2

3

4

27. Providing support for youth ministry on HIV/AIDS

1

2

3

4

28. Carrying out HIV/AIDS programmes in hospitals

1

2

3

4

29. Carrying out HIV/AIDS programmes in clinics

1

2

3

4

30. Canying out HIV/AIDS programmes in schools

1

2

3

4

31. Contributing to interdenominational HIV/AIDS programmes

1

2

3

4

32. Providing free HIV/AIDS drug to members who have
HIV/AIDS

1

2

3

4

33. Providing free drugs for opportunistic infections

1

2

3

4

34. Supporting denominational HIV/AIDS counseling centres

1

2

3

4

35. Support denominational HIV/AIDS testing centres

1

2

3

36. Supporting denominational HIV/AIDS treatment centres

1

2

3

4

37. Supporting denominational HIV/AIDS referral centres

1

2

3

4

38. Supporting denominational HIV/AIDS rehabilitation centres

1

2

3

4

39. Providing HIV/AIDS testing kits

1

2

3

4

40. Promoting HIV/AIDS counseling among members

1

2

3

4

41. Promoting HIV/AIDS testing among members

1

2

3

4

13
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Section G (Contd.): Below is a list of activities on HIV/AIDS. Please tell us to what extent your local church is
currently involved in canying out each of these activities. Circle one number for each program/activity. Please give
your frank opinions._____________________________________________________________________________
Level of Current Involvement in HIV/AIDS Activity
Somewhat Highly
Extremely
Not at all
42. Supporting participation in HIV/AIDS research

1
1

2
2

3
3

4
4

43. Supporting blood bank for members

1

2

3

4

44. Supporting orphanage

1

2

3

4

45. Canying out HIV/AIDS TV ministry

1

2

3

4

2

3

4

Activities

46. Carrying out HIV/AIDS radio ministry
47. Supporting denominational training centre for
HIV/AIDS prevention

1

2

3

4

48. Supporting members who are health professionals to
develop HIV/AIDS programmes

1

2

3

4

49. Supporting HIV/A IDS leadership training for members

1

2

3

4

50. Developing or supporting denominational HIV/AIDS
policy

1

2

3

4

51. Forming linkage with government to assist people who
have HIV/AIDS and their families

1

2

3

4

52. Forming linkage with other churches to assist people
who have HIV/AIDS and their families

1

2

3

4

53. Forming linkage with private agencies to assist people
who have HIV/AIDS and their families

1

2

3

4

54. Forming linkage with treatment centers to assist people
who have HIV/AIDS and their families

1

2

3

4

55. Helping to organize zonal/district HIV/AIDS
programmes_____ ____________________

1

2

3

4
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APPENDIX B: INFORMED CONSENT

Jjma JQnda University
School of Public Health

Loma Linda, California 92350
(909) 558-4546
Fax: (909) 558-4081

Application of the Asset Mapping Model to Church Based HIV/AIDS Prevention
and Control in Aba, Abia State, Nigeria
Participant Information and Consent Form
PURPOSE AND PROCEDURES:
You are invited to participate in a study as part of a student research project to gather
information about what churches believe they need and already have to help prevent
HIV/AIDS in your community. The purpose of this research study is to examine the
extent to which church members think the assets they have are important for HIV/AIDS
prevention and control, and whether churches whose needs and assets match are better
able to provide more HIV/AIDS prevention and control activities. Your participation in
the survey will take 30-45 minutes.
RISKS:
The risk to you from participating in this study is minimal. You might experience
emotional discomfort due to the sensitive nature of HIV/AIDS questions, and may
become tired completing the questionnaire. The committee at Loma Linda University that
reviews human studies (Institutional Review Board) determined that participating in this
study exposes you to minimal risk.
BENEFITS:
There are no direct benefits to you. Your participation, however, will provide you and
your church with information on the assets and needs for improving HIV/AIDS
prevention programs. The expected benefits to humanity are that the findings will be
shared with your church and used to design appropriate HIV/IDS prevention and control
interventions to improve the quality of life for people in your community, and reduce the
incidence of AIDS.
PARTICIPANTS’ RIGHTS:
Participation in this study is voluntary. Your decision whether or not to participate or stop
at any time will not affect your standing with the researchers or your church.
Initial
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CONFIDENTIALITY:
The information obtained from your participation in the study will be identified by a
number, not by name, in order to keep your data anonymous. You are asked not to write
your name anywhere on the questionnaire.
IMPARTIAL THIRD PARTY CONTACT:
If you wish to contact an impartial third party not associated with this study regarding
any question or complaint you may have about the study, you may contact: the office of
Patient Relations, Loma Linda University Medical Center, Loma Linda, CA 92354,
phone (909) 558-4647, or the Coordinator of the Christian Health Association of
Nigeria (Abia State Branch), phone 234 (805) 061-6483for information and assistance.
INFORMED CONSENT STATEMENT: I have read the contents of the consent form
and have listened to the verbal explanation given by the investigator. My questions
concerning this study have been answered to my satisfaction. I hereby give voluntary
consent to participate in this study. Signing this consent document does not waive my
rights nor docs it release the investigators, institution or sponsors from their
responsibilities. I may call Godwin Aja at 08052038148 or by email at
iTndaia@vahoo.co.uk if I have any questions about this study and my participation in it.
1 have been given a copy of this consent form.
SIGNATURES

Signature of subject

Date

1 have reviewed this consent form with the person signing above. I have explained
potential risks and benefits of the study.

Investigator’s signature

Date

Loma Linda TJnivendty
Adventist Mea&h Sciences Center
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APPENDIX C: LETTER OF PERMISSION FROM CHRISTIAN HEALTH
ASSOCIATION
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APPENDIX D: LETTER OF PERMISSION FROM PRESBYTERIAN
COMMUNITY SERVICES AND DEVELOPMENT

THE PRESBYTERIM COMMUNITY SERVICES AND DEVELOPMENT
General Assembly Office, 26-29 Ehere Road, Ogbor Hill, P. 0. Box 2635, Aba, Abia State - Nigeria Tel: 08037040531,082-220331,222551
Fax: 082-228780; E-mail:okkiro@yahoo.com, presbyteriandevelopmenl@yahoo.com
Akwa Ibom State Field Office: 35, Market Road, ikot-Ekpene, Akwa Ibom State.

April, 11,2007
Prof. Naomi Modeste
Head of Department
Health Promotion and Education
Loma Linda Uni versity School of Public Health
Nichol Hall, CA 92350, USA
LETTER OF SUPPORT
This is to certify that the Presbyterian Church in Nigeria is committed to support its
programs and activities related to HIV/AIDS Prevention and control. Hence, Mr. Aja’s
study titled “application of the asset mapping model to Church based HIV/AIDS
prevention and control’' is quite relevant to the focus of Presby- AIDS.
We therefore, would support Mr. Aja to achieve the objectives of his study by mobilizing
Presbyterian Churches in Aba to participate in this very important study.
We commend your effort in addressing the HIV/AIDS problems in our regime.

Yours Sincerely,

Rev. O.K. [rtf’
Director
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